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Foreword

During the ten years that I have been practicing medicine I have witnessed many changes in obstetrics. We have learned much over the last decade about the safety of Cesarean delivery. And improvements in surgical techniques, antibiotics, anesthesia, and postpartum care have minimized risks of infection, hemorrhage, and post-operative complications. In some instances, a c-section may be a safer option for both mother and baby than a vaginal birth.

As the number of Cesarean deliveries continues to increase, we as providers face many new challenges. Despite the fact that more than one in four women delivers by Cesarean, there is still a culture of fear and failure surrounding this mode of delivery. So one of our goals as physicians caring for pregnant women is to educate them not only about pregnancy and vaginal birth, but also about the very real possibility of delivering by Cesarean and what that entails.

It’s important for all pregnant women to understand that having a “normal” pregnancy and a “normal” birth experience doesn’t necessarily mean a vaginal delivery. Once a woman goes into labor things can change very quickly: a surgical delivery can become necessary in a matter of minutes. In other cases, a c-section is the end result of many hours of labor.

Because the focus of many childbirth education programs is on vaginal birth, I find that when I recommend to my patients that they deliver by Cesarean, they—understandably—have lots of questions. And they are often nervous about the prospect. Even with reassurances that modern advances have made Cesarean delivery incredibly safe, the thought of having a surgical birth still makes most women uncomfortable. (Since I specialize in high-risk pregnancies, the percentage of my patients who are candidates for c-sections is even higher than average.) As a maternal-fetal specialist, my job is to care for women during a time when they already feel like they don’t have much control over what is happening to their bodies. When the possibility of a Cesarean birth first arises, I am careful to answer my patients’ questions, educate them about what’s involved in a surgical birth, and of course, reassure them that they and their baby will be safe. Thanks to this book, my job will be a little bit easier from now on. Pregnant women facing a Cesarean delivery, and those who have recently experienced a surgical birth, will find The Essential C-Section Guide an invaluable resource.

In these pages, you’ll find frank, thoroughly researched, and comforting answers to common questions about a c-section birth. From “How much will it hurt?” to “What does this c-section mean for future pregnancies?” to “When can I start exercising again?” Maureen Connolly and Dana Sullivan have addressed virtually every issue that pertains to this topic.

Recently there has been a fair amount of controversy surrounding the relatively high rate of c-sections performed in the United States. Even though the authors had their own children by Cesarean, they do not “endorse” this as the preferred method of childbirth. In fact, they are careful to include discussions about the challenges and risks associated with the surgery and what’s involved with the recovery and its impact on future pregnancies.

When it comes to birth by Cesarean, there is opinion and there is fact. In these pages readers will find little of the former and plenty of the latter. And they will also find wisdom, support, and practical advice. If all of my patients read this book before their c-sections, or in the days, weeks, even months afterward, I am certain they would feel more comfortable about the path that pregnancy has taken them on, and they would be able to enjoy the birth experience regardless of the mode of delivery.

—Katherine E. Economy, MD, M.P.H., maternal-fetal

specialist and academic instructor at Harvard Medical School and Brigham and Women’s Hospital in Boston





Introduction

If you picked up this book, you are likely to fall into one of the following four categories:


	You have just had a Cesarean and are wondering what’s in store for your physical and/or emotional recovery.


	You recently learned that you’re going to deliver your baby via Cesarean and you have a few days, weeks, or months to educate yourself about what’s ahead.


	You have had at least one Cesarean birth, are pregnant again, and want to be better prepared for the experience in case you have a repeat.


	You’re pregnant and just want to be sure you have your bases covered. With the rates of birth by Cesarean rising in the United States, you want to know what to expect, just in case.




Whichever one best describes you, this book will help.

We wrote this book because we wanted to provide women with the information that we wish we’d had when we delivered our babies by Cesarean—five of them between us—just a few years ago. If a Cesarean birth is in your future, you undoubtedly have questions: How much pain should I be prepared for? Are babies delivered by c-section at higher risk for health problems? Will

I be able to breast-feed? Will a Cesarean surgery affect my sex life? Afterward you may wonder: How can I relieve this horrible gas pain? When can I start exercising? Will my stomach ever be flat again? Why do I feel like a failure? We have the answers.

We spoke with dozens of medical experts around the country and consulted medical journals and textbooks so that we could walk you step-by-step through the surgery. We researched such topics as the most common reasons Cesareans are performed, what women need to know if they plan to breast-feed, and what is critical for healing following a surgical delivery. We also interviewed moms who had Cesarean births and asked them to share their experiences. We include a comprehensive exercise program that will help you get fit—a challenge for any new mom, but especially for those who’ve had abdominal surgery.

Looking back on our own Cesarean experiences, we both realize now how utterly unprepared we were for them. We’d taken childbirth education classes and read a dozen pregnancy books between us, but neither of us thought we’d be the “one in four.” Most of the pregnancy books we read, even our favorites, include just a few pages about Cesarean birth and recovery from it. What’s more, the bulk of the information about c-sections that does exist focuses on how to avoid them. The reality is that each year more than one million women in the United States undergo this procedure. We feel strongly that more attention needs to be given to Cesarean education. Cesarean surgery has saved the lives of countless women and babies in the last century. And childbirth is a miracle no matter how the baby is brought into the world.

The purpose of this book is not to debate whether Cesarean deliveries occur too often in this country. We’ll leave that argument to the physicians, midwives, doulas, insurance company representatives, and attorneys. Our ultimate goal is simply to help women be better prepared for a Cesarean birth, and to help with their physical and emotional recovery.

A few notes: you will discover throughout the book that we usually refer to the people who deliver babies as physicians or obstetricians. While we acknowledge that nurses and midwives play a primary role in both prenatal care and childbirth, only physicians are licensed to perform Cesarean deliveries in this country. For that reason, we also most often refer to the place where babies are born as hospitals, rather than birthing centers. We do not intend to diminish the role that nonphysician care-givers play in the labor-and-delivery process, nor do we wish to suggest that only physicians are capable of delivering babies, just that in the context of Cesarean surgery, they are the ones responsible.

Regarding the use of pronouns; throughout the book we use “he” when referring to babies and we use “she” when referring to physicians.

We should also point out that physicians do not prefer the terms Cesarean section and c-section. There are many theories about where the term “Cesarean” comes from (more on that later), and one is that it derives from two Latin words, caedre and secare, which both mean “to cut.” Since “section” also means “to cut,” the terms Cesarean section and c-section are redundant. That said, nearly every woman who delivers a baby via Cesarean refers to it as a “c-section,” hence the title of our book.




CHAPTER 1
Why a Cesarean?


“‘Don’t cut her open, she’s not numb!’I heard the anesthesiologist yell to my OB as a team of nurses rushed me down the hall toward an operating room. ‘Wait, wait, wait!’ was all I could think, so stunned that I couldn’t even speak. This wasn’t how it was supposed to happen. ‘But I’m barely in labor,’ I managed to say before the anesthesiologist placed a mask over my face and instructed me to breathe. He counted to three and the lights went out. When I woke up later, it was to the news that my newborn son was on life support.”



That was how one of our perfect and perfectly uneventful pregnancies (Dana’s) ended. In a matter of minutes, labor shifted from ordinary to potentially disastrous and an emergency Cesarean became necessary.

Even though we had completely different experiences with our first Cesareans—Maureen labored for nine hours, pushing for two and a half of them, before it became clear that her son Jack wasn’t going to come out any way but through her belly— there were many similar themes. We each had “normal,” healthy pregnancies; we both felt very prepared for labor by the end of our childbirth classes; and neither of us even considered the possibility that we would have Cesareans. In the weeks after our babies’ births, when we were home and well on the road to recovery following the surgery, we both felt an overwhelming sense of failure. “Why me?” and “What did I do wrong?” were questions we asked ourselves for months.

Making Sense of the Statistics

With the benefit of hindsight, we know that our Cesarean deliveries weren’t the result of anything we did—or didn’t do. But very few pregnant women (at least those who are not carrying multiples or have certain medical conditions) plan even for the possibility that they will give birth via c-section. More of us should; the odds that a baby born in the United States will be delivered via Cesarean are more than one in four, 26.1 percent to be exact; 18 percent of the Cesareans performed in 2002 were primary, that is, performed on women who had not had a previous Cesarean delivery.

During the past few years, there has been a lot of controversy surrounding these statistics. A number of healthcare providers, including some OB/GYNs, believe that the Cesarean birth rate in the United States is too high and, in many cases, that surgical deliveries are unnecessary. “We have turned childbirth into a medical procedure,” is a frequent refrain. While we certainly don’t believe that a Cesarean is the ideal way to give birth—and we would never encourage anyone to request a c-section for the sake of convenience—neither should women who have one feel that their birth experience is anything but extraordinary. Childbirth by Cesarean is still childbirth. It’s also worth noting one fact that is rarely brought up by the media: medical advances during the last several decades have made c-section surgery much safer, so today many physicians will opt for a Cesarean birth well before the situation becomes desperate.

The fact that the technique now used in about 90 percent of all c-sections—called a “low transverse” incision—has fewer complications than the vertical incision that was used for many years is one reason. This refined surgical technique has made it possible for women to attempt a vaginal birth after Cesarean (called a VBAC) in subsequent pregnancies. This makes some physicians less reluctant to perform a Cesarean on a first-time mom. Another reason is developments in anesthesia. Namely, that a regional anesthetic can be used 90 percent of the time, rather than a general, which lowers the risk of complication and death from anesthesia. Now there also are a variety of antibiotics that protect against postoperative infection, which was a substantial risk historically associated with Cesarean deliveries. Finally, the number of women who are delivering babies in their thirties and forties has increased dramatically. Women between the ages of thirty and fifty-four have a 35 percent chance of delivery by Cesarean; women under twenty-nine face a 22 percent chance. (In part, that’s because older women face a host of age-related risk factors, including a higher likelihood of experiencing preterm labor, which necessitate a Cesarean delivery to preserve the health of the baby.) Each of these factors has contributed to the increase in Cesarean deliveries.

During the course of our research for this book, we heard two telling comments from physicians. The first was, “When something goes wrong during labor, it generally doesn’t go just a little bit wrong. Things can go from bad to tragic in a matter of minutes.” The second was, “The few inches that a baby travels during childbirth is the most dangerous distance he’ll travel during his whole life.” With those two thoughts in mind, and before we veer into melodrama, let us state that we are grateful that we had emergency obstetric delivery options available to us. Until the early 1900s, both babies and mothers were not always expected to survive a Cesarean delivery in this country. In many parts of the world today, women still don’t have the procedure available to them—and the cost in human lives is heartbreaking.

The History of the Cesarean

It is generally believed that the term “Cesarean” originated with the surgical birth of Julius Caesar. At the time of his birth, babies were delivered surgically in order to save the life of a baby whose mother was dying or already dead. But it is known that Julius Caesar’s mother, Aurelia, was alive at least long enough to hear of her son’s invasion of Britain—making it unlikely that his was a surgical birth. A more plausible origin for the term may have to do with Roman law under Caesar, which required that women who were beyond saving during childbirth be cut open in order to preserve the life of the baby. Babies were highly valued because they added numbers to the country’s population. Another theory is that the term comes from the Latin words caedre, which means “to cut,” or caesones, a label that was given to babies who were born after their mothers had died.

The first successful Cesarean delivery using Western medical techniques is credited to a female physician named James Miranda Stuart Barry, who was masquerading as a man (women were generally denied admission to medical schools) and serving in the British Army in South Africa. The surgery took place sometime between 1815 and 1821. Dr. Barry’s surgical delivery probably wasn’t the first successful surgical delivery in the world, however. Europeans traveling in Uganda and Rwanda in the nineteenth century also reported witnessing surgical deliveries. In these deliveries the “healer” would use wine to sedate the patient and pin the incision closed with iron needles instead of Western-style sutures.

In the mid-nineteenth century, a Massachusetts dentist successfully used diethyl ether to anesthetize a patient so he could remove a facial tumor. After that, anesthesia became widely used for many surgical procedures. It took some years before anesthesia was used for Cesareans, however, because women were still expected to “sorrow”—i.e., suffer in pain—as they brought children into the world. In the later nineteenth and early twentieth centuries, advancements in anesthesia and antiseptic formulas made it possible for surgeons to operate slowly and to properly cleanse the abdominal region, which prevented women from dying of infection and shock. By the early twentieth century, the availability of penicillin significantly reduced the number of women who died as a result of infection.

Why a Cesarean Today?

Fast forward to the twenty-first century. We now have tools that can accurately gauge how a pregnancy is progressing at every stage. By monitoring both maternal and fetal health, physicians are able to prepare for or react to situations that make a vaginal birth risky or impossible. There are dozens of scenarios that lead to Cesarean deliveries today—and unlike Roman law, none is aimed at increasing the population! Many situations develop only moments before the physician decides it’s time to get the baby out, either because the mother’s or the baby’s health is jeopardized. In other cases, both the doctor and the expectant mother know early in pregnancy that delivery via c-section is a distinct possibility. The mom-to-be may have a medical condition, such as high blood pressure, heart disease, or diabetes, that makes Cesarean the safest mode of delivery for her. She may be infected with HIV or hepatitis C, or, the baby may have spina bifida or hydrocephalus, which make surgical delivery the safer route for the baby.

On occasion, physicians know at the very first prenatal visit that Cesarean is the most likely way the baby will be delivered: the mother may have fibroids that block the birth canal, or she may have a malformed pelvis due to a birth defect or an improperly healed pelvic injury. Delivering twins by Cesarean used to be routine, but today only about half of twin deliveries are surgical. The rate is higher for triplets and higher order multiples. Typically, multiples have higher rates of Cesarean deliveries than singletons because often they need to be delivered prematurely and are smaller than lone babies, both factors that put them at risk for experiencing life-threatening distress during labor.

While we cannot cover every circumstance that results in a c-section, there are a few major “indications”—to borrow the medical term—for Cesarean delivery:

Previous c-section

A prior Cesarean is the number-one reason for a surgical delivery in the United States, accounting for more than one-third of all procedures (see Table 1, “By the Numbers”). A woman who has had one c-section has better than an 80 percent chance that she’ll have another with her future pregnancies.

Even though the percentage of women delivering vaginally following a Cesarean has decreased—to roughly 13 percent in 2002—that 80 percent c-section rate is actually a relative improvement. Until about the mid-1950s, once a woman had had one Cesarean, the chances that subsequent deliveries would also be surgical was close to 100 percent. That’s because before the widespread use of the low transverse incision, also known as a “bikini cut,” the surgical technique used for Cesarean deliveries was the “classical cut.” This type of incision left the woman with a long vertical scar that weakened the uterus, making it more likely to rupture during future pregnancies and deliveries. Today the classical cut is used in certain emergency situations, if the baby is lying sideways, in what’s called the transverse position or if the baby is very premature or breech.

Dystocia, aka, a difficult labor

We know, there’s no such thing as an easy labor! However, dystocia (dis-tow-sha) is something more than run-of-the-mill labor discomfort. Dystocia is the second most common reason cited for Cesarean delivery. The term describes a labor that has failed to progress or has become otherwise “dysfunctional,” making the birth attendants feel that the baby’s or the mother’s safety—or both—is in danger. Reasons for a difficult labor may include a mother with a narrow pelvis, making it difficult for her to deliver a large baby (called “cephalopelvic disproportion”). It may be that the contractions aren’t strong enough either to dilate the cervix fully, or to push the baby all the way through the birth canal, or it might be a combination of any of these factors.


A change of plans	

“A week before my official due date, my obstetrician delivered the news that my daughter would probably need to be delivered via Cesarean. A sonogram showed that the baby had an unusually large head and chest; the doctor estimated her weight at nine pounds, four ounces. I’m a petite woman and have a narrow pelvis, but I was distraught when he recommended the Cesarean. When I saw her head afterward, even though I was disappointed I didn’t have a vaginal birth, I was also relieved. At first I felt vulnerable for letting my doctor make this decision, but I am also thankful that I could trust him. In the end I know we did the right thing. And his estimate was right on: Emma came into the world weighing exactly nine pounds, four ounces.”

—Tracey, mother of one, a Cesarean in 1998



Some women who wind up having Cesareans due to dysto-cia are strong and healthy and experience labor that progresses without a hitch until the cervix dilates all the way to ten centimeters. But if the baby hasn’t descended into the birth canal, either because he is too large or mom’s pelvis is too small, or his head is positioned in a vulnerable way, the obstetrician or midwife has a difficult decision to make. At this point the physician can recommend non-medical intervention, such as an hour of rest or a change of position. A midwife or nurse may give you a massage, or a bath (if your water hasn’t broken). The labor and delivery attendants may decide to try to help both mom and Mother Nature along by administering Pitocin, a drug that strengthens contractions. Or the healthcare provider may decide to rupture the amniotic sac.

All these options fall into a category called “active management of labor,” and may help the birthing process progress. But at a certain point, if labor doesn’t respond to such interventions, a Cesarean is usually necessary. When labor stalls for more than about an hour—the official term is “arrest of labor”—it indicates that one of the body’s protective mechanisms has kicked in. The uterus will basically stop contracting, which stalls labor and leaves the baby in a precarious place. In this situation, a surgical delivery may be called for in order to prevent a potentially catastrophic outcome.

Fetal heart rate abnormality, also called fetal distress

Most hospitals and even some birthing centers rely on fetal heart rate monitoring to measure a baby’s status. The monitor measures the heart rate both during contractions—from the beginning to the end of one—and from one stage of labor to the next. If the heart-rate pattern looks abnormal, it may mean the umbilical cord is being squeezed, suggesting that the baby is being deprived of oxygen. It may also mean the baby isn’t positioned for a smooth journey through the birth canal, that there is “uteroplacental insufficiency” (meaning there isn’t enough exchange of oxygen between the uterus and the placenta), or that the placenta has abrupted (see below for details).

A normal fetal heart rate is approximately 120 to 160 beats per minute. If the heart-rate decelerates, that is, drops below that level, and doesn’t recover quickly when the contraction ends, many physicians will not “wait and see” if baby is going to tolerate more labor, but rather will opt for a Cesarean after about thirty minutes (or less) of repeated decelerations. Likewise, if the heart rate is unusually rapid, it may mean that the baby is having to work too hard to get enough oxygen and that a Cesarean possibly is in order.

The use of fetal heart-rate monitoring as the determining factor in performing a c-section is very controversial and the decision is still subjective. One monitoring option, called a fetal oximetry sensor, involves placing a sensor on the baby’s cheek while he’s in the birth canal. The sensor measures the oxygen content of the blood through the skin and the physician can determine from it whether the baby is being deprived of oxygen. She can also scrape the baby’s scalp to obtain a blood sample. Then the blood is analyzed quickly and if the pH levels in the blood suggest that the baby isn’t getting enough oxygen, a Cesarean is likely. Before performing the Cesarean, some doctors will also try additional tests that measure how the baby is doing. For instance, they may try “acoustic stimulation,” during which loud noise is used to try to awaken the baby—and reassure the physician that the baby isn’t in distress.

Any woman whose c-section delivery was the result of fetal heart-rate abnormality or fetal distress will report that as soon as the labor-and-delivery nurses, midwife, and/or physician noticed a “nonreassuring” heart-rate during fetal monitoring, there was a palpable shift in their demeanor. When labor is progressing normally, the nurses are generally calm and reassuring to the laboring mother. But as soon as it’s clear that baby is distressed, their tones become clipped, and they start moving around the room with a sense of urgency. And even though mom-to-be is likely doing her best to breathe and to manage her pain, she is acutely aware that something, well, bad may be happening.

That said, doctors freely admit that a diagnosis of fetal distress—or whichever term they favor—is imprecise, and that the decision to perform a c-section based on this diagnosis is subjective. “Ask ten OBs at what point they decide that the nonreassuring heart-rate warrants surgical delivery and you’ll get ten different answers,” one physician told us. Interestingly, one study found that Cesareans performed due to fetal distress peaked between 9 p.m. and 3 a.m., suggesting that perhaps physicians are less tolerant of fetal heart-rate abnormalities during these late-night hours.

Roughly 10 percent of Cesarean deliveries are the result of fetal heart-rate abnormality. It’s important to realize that it’s perfectly normal for a baby to display some fluctuations in his heart rate: the birthing process is no picnic for him either. The challenge for the healthcare providers is determining which stresses are reasonable and which potentially could be harmful to the baby.

Malpresentation

To prepare for the journey down the birth canal, most babies turn themselves into the head down position around the thirty-seventh week of pregnancy. Babies who don’t turn, however, are generally in one of three positions: breech—meaning baby’s buttocks remain down or one or both of his legs are “presenting” first; brow—meaning the forehead is presenting; or transverse—meaning the baby is lying horizontally or at an angle in the uterus. Any of these malpresentations can cause labor to stall.

The main reason that breech babies are often delivered surgically is that if baby descends buttocks or legs first, his head might become stuck in the birth canal after his lower half is out. Since part of the umbilical cord, which contains the baby’s oxygen supply, may still remain in the birth canal, there is a risk that the cord will be compressed and the baby, deprived of oxygen, may possibly suffer permanent brain damage or suffocate. A recent study of breech births in twenty-six countries found that babies born vaginally from the frank breech position were three times more likely to suffer serious injury or death than the frank breech babies who were delivered by planned Cesarean. For that reason alone, many physicians won’t allow a woman to attempt a vaginal birth if the baby is breech when labor begins.

A more unusual malpresentation is called brow. Pretend that you are looking at the stars overhead and bend your head back as far as you can. Now imagine that your whole body is crammed inside a very narrow passageway and your head is utterly stuck in this position. This is what the brow position is like for a baby. When a baby’s head is flexed like this, he is in serious



























	NUMBERS OF WOMEN WHO WERE DIAGNOSED WITH
	PERCENTAGE OF THOSE WHO DELIVERED BY CESAREAN



	Dysfunctional labor: 114,479 women**
	70.7 percent



	Placental abruption: 21,409
	63.3 percent



	Placenta previa: 13,356
	81.3 percent



	Cephalopelvic disproportion: 63,240
	96.4 percent



	Fetal distress: 140,074
	61.3 percent



	Genital herpes: 33,644
	36.2 percent



	Diabetes: 131,027
	41.7 percent







Cesareans Defined
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