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BEYOND THE LABOR ROOM AND AFTER THE PUSH: INTRODUCING A LONG-OVERDUE CHAPTER IN WOMEN’S HEALTH CARE


The decisions made during childbirth have consequences that can last a lifetime.



You’ll find no mention of pelvic prolapse or urinary or fecal incontinence in prenatal classes, and little attention devoted to them in menopause guides. But ask a soccer mom or baby boomer about leaking, bulging, pads, and diapers in private, and you’ll be likely to hear a personal story, see a surgical scar, or be asked the question “You mean that’s not normal at my age?”

Not normal, but very common.


	Out of three million women who have vaginal deliveries each year in the U.S., between 5 and 30 percent will become incontinent of urine, a number that increases to over 60 percent by the time they reach menopause.


	Up to 65 percent will first notice their loss of bladder control during pregnancy or after childbirth.


	Roughly forty thousand of these three million individuals will eventually suffer anal incontinence—a loss of control over their bowels—although only a fraction of them will ever acknowledge the problem to a physician.


	Though it’s difficult to imagine, by age seventy, 11 percent of the general female population will undergo major surgery for pelvic prolapse or incontinence—a number roughly equal to their lifetime risk of breast cancer.


	Although sexual dysfunction is reported by up to 43 percent of women when they are asked, many others quietly accept it, viewing diminished sexual satisfaction and pleasure as an inevitable aspect of a postreproductive body.




Finally, countless women notice that something else has changed during their postreproductive years—for some right after childbirth, for others not until decades later—around the pelvis, bladder, vagina, or bowel. Perhaps an episiotomy that never felt fully healed, pelvic pain, constipation, or an unruly bladder waking them at night. Incontinence, prolapse, urinary and sexual dysfunction—the major consequences of childbirth injury to the muscles, tissues, and nerves of the pelvic floor—have remained among the most common and costly medical disorders suffered by women, yet probably are the least discussed.

If you’re among the many women affected by one of these problems, then you already know that the physical changes behind these astounding numbers are by no means cosmetic or trivial. They are conditions that can influence any woman’s sense of control, self-esteem, independence, and sexuality. They can lead to social withdrawal of even the most vigorous women, and physical deconditioning of otherwise robust individuals who steadily abandon their exercise routines. They can represent the difference between staying home or exercising, attending the theater, and lifting children and grandchildren without hesitation.

We live in a world of women more physically fit and active than ever before, but perhaps you find yourself limited by the most basic concerns imaginable: control over your bladder or bowels. Perhaps you’ve noticed bulging and pressure symptoms “down there” and are wondering what exactly has gone wrong, or if it might get worse. Maybe you’ve been concerned about a change in your sexual satisfaction and about whether or not these changes are permanent, or how they might affect your relationship. If these issues sound familiar and you’re seeking explanations and advice, then take a seat and read for a while. You’ve turned the first page of a long-neglected chapter in women’s health care.

A Guidebook for Postreproductive Problems

This book is about improving your understanding and restoring control. You’ll gain a new perspective on the female body and understand the effects of pregnancy and childbirth on its form and function. You’ll learn what we know about preventing pelvic-floor disorders in the first place. If you’re already coping with symptoms, you’ll become familiar with countless ways to help yourself through lifestyle, exercise, diet, and healthy habits. The wide world of office therapy and surgical treatments—ranging from simple home tips to cutting-edge medical technology—will be covered in practical terms. And you’ll have a reference for your decision making, office evaluation, and treatment, whether at home or in the operating room.

What about all of those robust middle-aged models promoting adult diapers and hygienic pads? You’ve probably come to realize that this approach is discouraging at best. It’s time to familiarize yourself with a wellspring of far more satisfying alternatives. Did you know, for instance, that finding relief may be as simple as changing your diet, starting a new exercise routine, or using simple medications you may already have in your medicine cabinet? Are you aware that office collagen injections can cure many cases of urinary incontinence as effectively as they can plump a Hollywood starlet’s lips? Or that tiny pacemakers and magnetic chairs might help you to restore control over your bladder, and that the latest operations for urinary incontinence can often be performed with local anesthesia and no hospital stay? Do you know how to maximize your chances for a successful surgery and optimize your recovery afterward? The chapters ahead will shed new light on female problems, but more importantly, they will teach you how to ameliorate, prevent, and cope with these conditions.

Preserving Wellness, Restoring Control: A Guide for Women of All Ages

Whether you’re contemplating pregnancy, are in the midst of your childbearing years, or are looking back on those years to realize that they marked the beginning of problems that made life a bit less carefree, this book is for you. There are many ways to treat, reverse, and sometimes even prevent these conditions, beginning right in your own home. Promoting health for the most intimate areas of your body, maintaining control over your most basic physical functions, and preserving your sense of youth and sexuality: these goals deserve a place in your health planning at any age.

If you are an expectant mother or contemplating having a baby, did you know that pelvic exercises could lower your risk of incontinence after delivery? Are you aware of the risks and benefits of forceps delivery or episiotomy and what their proper role should be? What are the real effects of perineal massage, alternative pushing techniques, natural labor, or your choice of anesthesia? Though we have much to learn, a great deal is known about the long-term effects of childbirth on your body, including risk factors, treatment strategies, and prevention. You may be surprised to hear about all that can be done before, during, and after delivery to best maintain your gynecologic, urologic, and even sexual health—and you deserve a candid discussion. Indeed, choices made during childbirth have consequences that can last a lifetime. This book will enhance your ability to make informed decisions.

If you’re already a mother and are considering having another child, you may be wondering if mild pelvic troubles will get worse or whether your obstetrical strategy should be different this time. Along with your family planning, these areas of personal planning should also be addressed. Now is the time to inform yourself and enhance your ability to discuss these topics with your doctor or midwife. Your daily habits and approach to future pregnancies may have major repercussions on the future physical well-being of the pelvic floor and the function of your postreproductive body.

If, as a baby boomer, you’ve convinced yourself that the problems your mother dealt with are inevitable milestones of growing older, read on. After all, you are part of the largest cohort of women ever to reach their postreproductive years, and the first to demand, with a unified voice, more state-of-the-art solutions than adult diapers and pad liners. As a group, you have higher expectations than ever before for remaining fully active and enjoying a high quality of life. For a surprising number of individuals, that means effectively treating physical changes that had long been ignored: incontinence, prolapse, sexual dysfunction, and other problems of comfort and control that affect the female body after childbirth. In the chapters ahead, you will become familiar with all the options for prevention and treatment—at home, in the office, and in the operating room.

Learning about what to expect while you’re expecting is important, but you should also know what to expect over the years that follow. You should equip yourself with the basic tools you’ll need to prevent problems and to cope with symptoms. Whatever your stage in life, you should be aware that normal life as a postchildbearing woman is not a daily routine of pads and liners, or a struggle with symptoms that diminish your enjoyment of life at home or work, at the gym or in the bedroom.

New Perspectives on Women’s Health: Telescopes, Microscopes, and More

Childbirth is the most fascinating natural convergence of science, politics, economics, and miracle. There is no other biological event so intriguing, and so charged with personal, gender, and social issues. The vision of a natural delivery, deciding on a midwife or doctor, the choice over anesthesia, the idea of home birth—so many anxious issues surrounding a medical event that can never be fully anticipated or engineered. Its potential physical repercussions, likewise, encompass a great deal more than scientific facts and figures.

This book aims to provide a newly expanded perspective on your reproductive health by illuminating a number of often overlooked connections between obstetrical events and their gynecological repercussions, and by exploring how a wide array of nonmedical factors—including economics, health policy, even ethics—can influence your likelihood of facing these physical problems. Our journey toward understanding your postreproductive problems will lead us through worlds both big and small: from the tissue level of female pelvic anatomy and the function of your bladder and bowels to the societal level of health systems, gender politics, and your medical insurance. We’ll need both microscopic and telescopic vision to see and understand the spectrum of childbirth’s physical effects in its full context.

For starters, aim a telescope toward certain urban communities in Brazil, Colombia, and Peru, where cesarean rates approach a staggering 85 percent. Most of us would reflexively disregard these statistics as a product of technology-obsessed physicians, poorly informed patients, or societies preoccupied with youth and aesthetics. Perhaps, in the final analysis, these assumptions will be proven true; indeed, Brazil’s minister of health described the childbirth trends in his nation as “a vicious circle of cultural phenomena and economic influences.”

But consider for a moment the opposite end of the spectrum: our own medical culture and insurance environment allow women little power to choose their mode of delivery. Consider a 1996 survey of female obstetricians published in The Lancet in which over 30 percent stated that they would prefer cesarean section to vaginal delivery, with the vast majority citing pelvic injury as the main reason. Yet we’ve fostered medical systems within which doctors, midwives, and their departments and hospitals are actively encouraged to achieve the target rate of vaginal delivery for 85 percent of their patients.

Are women being held to guidelines and standards that their own physicians might not choose for themselves? Could the cultural phenomena, economic influences, and other nonmedical factors shaping our own childbirth trends be at odds with the best preventive medicine—or even be fueling a silent epidemic of pelvic-floor dysfunction?

As we explore the physical repercussions of childbirth, you’ll learn that certain obstetrical practices and techniques should indeed be minimized whenever possible, and that vaginal delivery can increase the odds of various pelvic-floor disorders. But above all else, I want to be clear that my intent is not to advocate one method of delivery over another. Cesarean delivery carries potential risks that should never be trivialized, and for many women, those risks will far outweigh the potential advantages. For the majority of women, vaginal childbirth is not a problem. But you may be one of the countless women each year who cope with incontinence, prolapse, or another pelvic-floor disorder. You deserve better tools for understanding and treating these problems, as well as avoiding them in the first place, starting with an awareness of their possible obstetrical roots. You’re entitled to a fresh assessment of traditional obstetrical practices, and to know that just because something has always been done that way, it might not represent the best science or what is best for you. You deserve the kind of informed consent one would expect before any major medical or surgical event. After all, childbirth is perhaps the single most dramatic physical experience of a woman’s lifetime, and it should never be so politically charged that we hesitate to discuss its full effects, for better or worse. This book will help you find answers to your most intimate questions and tools to address them.

Out of the Shadows and into the Spotlight

At this moment in the evolution of women’s health care, the physical repercussions of childbirth have finally been thrust directly into the medical spotlight. Women are at last openly discussing the dirty little secrets of incontinence, prolapse, and other postreproductive disorders. Their doctors have come to realize the overwhelming need for treatment, and researchers have shifted to full throttle in their search for solutions. As a public-health issue, postreproductive conditions represent a major burden, including billions of health-care dollars, and have assumed a high priority on the national women’s-health agenda. They are the core problems addressed, medically and surgically, by one of medicine’s most rapidly growing subspecialties: urogynecology. Today’s medical marketplace is teeming with urogynecologists, female urologists, and other female pelvic medicine specialists rolling out the red carpet for this newly recognized patient: you.

Approaching the Crossroads

Women’s health is approaching a crossroads as the process of childbirth is being evaluated from a new perspective: your body. It grows increasingly clear that obstetrics and gynecology—long treated as detached and distinct phases of women’s health care—are intimately connected. The lifestyle and childbirth decisions of today’s thirty-year-old may impact key aspects of her physical function at age forty, fifty, or sixty; and incontinence, prolapse, or sexual dysfunction in a fifty-year-old may relate to childbirth and lifestyle decisions she made years before. Knowledge is the most powerful compass with which to navigate your health most wisely. So whether you’re looking forward to the wondrous experience of childbirth or looking back and seeking solutions, I hope that the chapters ahead provide you with a renewed freedom to enjoy life to the fullest.


PART 1
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“WHAT’S HAPPENED TO ME DOWN THERE?”
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THE PELVIC FLOOR, CHILDBIRTH, AND PROBLEMS THAT ARISE
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Recognizing Your Postreproductive Problem
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INCONTINENCE, PROLAPSE, SEXUAL DYSFUNCTION, AND OTHER COMMONLY OVERLOOKED CONDITIONS


The reason why mothers are more devoted to their children than fathers: it is that they suffer more in giving them birth.

—Aristotle




Why didn’t anyone tell me about this problem ten years ago?

—Linda, age forty-one, considering surgery



“What’s happened down there?” you’ve asked yourself, as have so many other women from time immemorial. Ever since that wondrous day you gave birth—for the first time or the fifth—your body has never felt quite the same. Was it embarrassment over the loss of urine you first noticed while lifting your child, laughing with your friends, or making a run to the bathroom? Was it your growing self-consciousness about controlling your bowel movements or gas? Or maybe it was your worry that sex didn’t feel the same as it once did, and that your partner’s satisfaction might have changed also.

“I feel way too young for this!” you’ve told yourself while mothering, working, exercising, nurturing relationships, and striving for a full and active life. Yet more and more, you’ve found that these problems really can’t be ignored, because they’re making you less active, your life less complete. Never, at this stage in life, had you anticipated such challenges to your sense of control, intimacy, and self-image, conditions that make you feel terribly alone and abnormal. What might the response be if you mentioned these problems to your peers?

More likely than not, their eyes would light up with interest and affirmation. Many of them have these problems, too. What’s happened down there for you and many other women are the effects of pregnancy, labor, and delivery—of forceps, episiotomies, and a newborn’s head, shoulders, arms, and legs—on your pelvic muscles, nerves, bladder, bowel, and vagina. They are long-term problems of the pelvic floor that modern obstetrics has overlooked in its efforts to make delivery safe and comfortable in the short term. Leaking, bulging, soiling, sexual dissatisfaction—women of past generations rarely complained about these “inevitable costs” of childbirth. After all, what could be done?

A New Chapter

Within the book of women’s health, you’ve turned the first page of a new chapter whose time is overdue. Call it urogynecology, female pelvic medicine, or postreproductive women’s health. By any name, it is finally centered on the female conditions that so often follow the most wonderful and dramatic physical event of your lifetime: childbirth. You’ve learned of the many ways to prevent and treat problems such as heart disease, breast cancer, and osteoporosis. But you’ve heard little about the countless ways to prevent and treat the physical effects of childbirth. From this chapter forward, you’ll hear a great deal.

Along the winding road between childbirth and menopause, scores of women are affected by physical symptoms that often attest to the extraordinary physical demands of pregnancy, labor, and delivery. Some of these postreproductive changes are immediately apparent, affecting the quality of a woman’s most vigorous years; other anatomic changes have no repercussions until decades later. Whether these physical transitions are subtle or severe, immediate or delayed, they are more common—and fortunately, more treatable—than you might think. Incontinence, prolapse, and pelvic and sexual problems are no longer the unspoken and inevitable costs of motherhood.



“Mom takes care of everyone, but who takes care of Mom?” The average working mother spends one and a half hours each day shuttling kids around, two hours preparing food and straightening the house, and what often seems like twenty-five hours listening to everybody else’s problems! The time has arrived to better understand one of the most important physical events in your life, and learn how to treat the symptoms that are bothering you. Take a Calgon moment and read on. Doctor’s orders.





Identifying Your Postreproductive Symptoms

URINARY INCONTINENCE AND LOSS OF BLADDER CONTROL

At least one of every three women will suffer significant loss of bladder control, and although incontinence affects many women without kids, up to 65 percent will notice this problem for the first time either during or after childbirth. Millions each year choose surgery for this debilitating condition, and millions more seek nonsurgical treatments; countless others silently endure their symptoms without ever seeking help. A loss of bladder control can make you feel lonely, ashamed, and antisocial, even unemployable. But what many women don’t realize is that urinary incontinence, in most cases, boils down to a few common types—all of them treatable. Understanding your problem is your first step to reaching a cure.

STRESS INCONTINENCE


Allison


“I don’t want to be Florence Henderson in diapers in a few years!”

“Excuse me?” I replied as I continued to jot down some notes on her medical history. It was her first office visit.

“I said, I don’t want to become Florence Henderson!”

This was Allison, a thirty-three-year-old advertising executive, upbeat about everything except her four-year history of leaking urine. “Everything’s felt different,” she said, since the forceps-assisted vaginal delivery of her only child. During the months after delivery, she had begun to notice a few changes, a bit less control. Like a few of her friends, she’d wet her pants a bit when laughing or coughing hard. For security, she began wearing pads all month long. And for two years before coming to my office, she’d been doing occasional Kegel exercises at the recommendation of her internist. She hadn’t noticed much improvement since starting with the exercises, although she couldn’t swear that she’d been doing them correctly. I turned my chair toward Allison and, serving her up a bit of her own deadpan humor on that cold and rainy day, reassured her that in my medical opinion, her risk of becoming Florence Henderson was very, very small.

Allison’s comment resonated in my mind as we continued her office visit, reviewed the testing plan, and discussed her most likely treatment options. Though I wasn’t sure Mrs. Henderson ever advertised adult diapers or spoke publicly about incontinence, I understood the message loud and clear. Lurking behind Allison’s campy quip was a great deal of anxiety—about youthfulness and aging, about losing control. She was facing a problem that, in her mind, belonged to the “Golden Girls,” the Brady Bunch mom—not a young, working city slicker just starting her family life.

Should she worry? Research suggests that even a completely problem-free vaginal childbirth would leave her with a significant risk of incontinence. And though forceps may have been used with good reason, they further increased the likelihood that she would develop bladder problems; she stood at several times the usual risk of severe stress incontinence by age forty, as compared to women with no previous forceps delivery. Furthermore, there is compelling evidence to suggest that her current symptoms would not improve over time but rather would progress to needing treatment. One study concluded that when certain types of urinary incontinence persist three months after delivery, the risk of long-term leakage approaches 94 percent.

The questions arise: how can Allison help herself, at this early stage, to feel better and prevent her problem from getting worse? How can she avoid joining the fifty thousand women undergoing surgery for stress incontinence each year? And how could we have helped her to avoid this scenario in the first place?





Stress incontinence refers to the sudden accidental leakage of urine when you cough, sneeze, laugh, lift a heavy object, hit a tennis or golf ball, or quickly change your position—in other words, during any activity that creates pressure or stress in your pelvic area. Does this sound familiar? If so, it should come as no surprise—stress incontinence is the most common type of urine leakage in women aged thirty to fifty. Up to a third of women in their thirties report significant loss of urine during exercise. If you’re a gymnast, tennis player, or aerobics enthusiast, in particular, maybe you’ve noticed leakage with sudden straining. More bothersome urinary incontinence, which can mean leakage during simple walking or light lifting, becomes a problem for around 15 percent of women under sixty-five, and closer to a third of women above that age. If you’re severely stress-incontinent, you may even leak silently—in other words, when you’re hardly exerting yourself at all, such as during a bumpy car ride or while bending down to tie your shoes.

Stress incontinence results from a urethra that lacks enough strength to hold back urine when the bladder pressure rises during physical exertion. As you’ll learn in chapter 8, it is a condition whose roots begin with pregnancy and childbirth in many but not all cases. Most importantly, you’ll become familiar with a broad range of strategies—including exercise, lifestyle tips, office procedures, and minimally invasive surgical options—allowing you to toss those pads and enjoy an active life without concern over keeping dry.


THE COST OF LEAKING


Can you believe there are more than fifty thousand hospital admissions each year for the treatment of stress incontinence? In the United States alone, over $1.14 billion is spent on stress-incontinence operations, and that doesn’t include the cost of nonsurgical treatments. For each woman seeking treatment, a silent handful just lives with the problem.





URGE INCONTINENCE AND THE OVERACTIVE BLADDER


Linda


“Who’s the kid here?” Linda asked me on her first visit to my office. “Here I am trying to toilet-train my daughter, wearing pads myself, and wetting them each time I run after her.” A thirty-nine-year-old occupational therapist and mother of two girls aged two and a half and six, Linda was simply too busy to be bothered with these problems.

She’d been waking two or three times each night with a strong urge to urinate, and reaching the bathroom in time had become a serious challenge. During the workday, tired from her poor night’s sleep, she found it increasingly difficult to make it through her patients’ thirty-minute occupational-therapy sessions, and several times each week, she actually leaked urine on the way to the ladies’ room. Linda began emptying her bladder every half hour to minimize her chances of an accident, and she routinely mapped the nearest bathroom wherever she was. She even started to wear dark, baggy clothes, just in case. “My husband hates to travel with me! He gets frustrated when we’re on the highway and we have to pull over … I know every bathroom in the city! It’s taking the spontaneity out of my life.” The problem also affected their relationship in the bedroom, as Linda’s fear of leaking during intercourse was making it more and more difficult for her to relax and enjoy.

For two years, she had thought about finding a doctor to discuss the problem with. But somewhere between her older daughter’s soccer practices and her younger daughter’s preschool, she hadn’t managed to act on that thought until now. Three weeks before our visit, Linda had been at her nephew’s wedding. “There I am in this beautiful dress, and as I’m standing up from my chair, I have a huge accident. Thank goodness the dress was long and wide, and I was wearing a pad. But right then and there, I said to myself: ‘Enough of this!’ ”

Across the top of her medical questionnaire, Linda had written, “I’m here because I need a bladder operation.” Surprised by her assumption that these symptoms would require surgery, and curious to know whether that was the reason for her avoiding help all this time, I posed a few questions. Had she ever considered that she might not have a surgical problem at all? Was she aware that diet and exercise might be enough to control her symptoms, or perhaps physical therapy or a simple medication? Did she know how many other women were facing the same problem? As we continued that first office visit, Linda’s expression spelled surprise, then relief, as she realized that one way or another, she might be feeling better soon.





Have you ever lost urine for no apparent reason, under stressless circumstances? Do you find yourself running to the bathroom with a strong urge that you sometimes can’t control before reaching the toilet? Ever feel a sudden need to void when you hear running water, wash the dishes, or simply enter the house? Do you think of your bladder as undersized?

If so, you’ve probably experienced the other major type of urinary incontinence commonly affecting postreproductive women: urge incontinence, or the overactive bladder. An overactive bladder can occur at any age, even among women without any children. But it’s more common after childbirth, following the loss of vaginal and pelvic supports, so it’s a key concept to understand if you’re coping with postreproductive pelvic symptoms. The overactive bladder can mean accidental leakage of urine for women who wet themselves during strong bladder urges; for others, the problem is urgency, frequency, and waking at night to void, as if the bladder were too small. In any of its forms, it can lead to a slow but steady withdrawal from an active daily life. According to a survey called the National Overactive Bladder Screening Initiative, sponsored by Pharmacoa & Upjohn, 26 percent of women with overactive bladder symptoms reported that they regularly avoided places and situations due to the concern that a bathroom may not be nearby.

Do these overactive-bladder symptoms sound familiar to you? The good news is that normal adult bladder behavior can be relearned, and urge incontinence can be controlled. In chapter 8, you’ll learn all about the impact of simple habits and behavioral techniques, diet and medication, special exercises, electrical stimulators, magnetic chairs, implantable pacemakers, and more.


THE KEY-IN-THE-DOOR (“LATCHKEY”) URGE


Ever notice that you have a strong sudden urge to urinate when returning home from work or play and fumbling with your front door? You’re not alone. An overactive bladder muscle, and the bundle of nerves surrounding it, often begin to sense that a bathroom is nearby. In chapter 8, you’ll learn how to retrain your bladder for better behavior.





MIXED INCONTINENCE

Stress incontinence, urge incontinence—how many different causes can there be for one very annoying symptom?

Actually, there are more. It’s surprisingly common for postreproductive women to have more than one incontinence type occurring in tandem, or mixed incontinence. By some estimates, more than half of all women visiting a specialist’s office for leakage will be diagnosed with mixed incontinence, usually defined by the presence of both stress and urge incontinence. If you’ve found yourself leaking urine with a cough, and also while running to the toilet, you just might have mixed incontinence. If you wake during the night with a strong urge and also lose control while lifting your child during the day, that’s likely to be mixed incontinence. The overall prevalence of mixed incontinence among women has been estimated at 36 to 38 percent. In chapter 8, we’ll discuss the way your doctor determines whether you have mixed incontinence or other problems with bladder function, and how this might influence your road to relief.

PELVIC PROLAPSE: BULGING, DROPPING, AND FALLING DOWN BELOW


Joanne


“I’m falling apart … literally!” said Joanne, a sixty-one-year-old fourth-grade teacher, tossing her hands up the air.

Joanne was a mother of three grown children, two delivered vaginally and the third by cesarean as a result of her baby’s slow heartbeat during labor. Joanne’s vaginal deliveries had been induced after their due dates, and both babies weighed over eight pounds at birth. During her first labor, she contracted for fifteen hours and pushed for over three. Her second labor and delivery were a breeze, under three hours from start to finish. She hadn’t noticed any incontinence problems in the first several years after childbirth, though she struggled with constipation, and her urinary stream seemed weaker. At age forty-three, she underwent a total hysterectomy for small fibroids (benign tumors) of the uterus, which had been causing very heavy and painful periods. Nine months later, the real problems began. She began noticing heaviness in her pelvis and lower back, and vaginal pressure after a long workday. Before long, the feeling became more constant. Though she’d never had bowel troubles before, now she needed to strain on the toilet, with a feeling that she could never fully evacuate her stool. Even more disturbing was the fact that she was soiling her underwear, despite all her efforts to keep herself meticulously clean. “It feels,” she told me, “like everything’s gone loose down there. I don’t even feel much during intercourse anymore.”

Six months before our visit, while she and her husband were seeing their youngest son off to college and helping him to move boxes and furniture into the dormitory room, she had first noticed a bulging of tissue at the vaginal opening, “like a ball.” Somewhat panicked, Joanne told nobody but quietly started to withdraw from her social routine. She had given up her regular early-morning walk and Saturday golf game for half a year by the time she walked into my office one October afternoon. The only reason she’d finally come was that during her annual checkup, her internist had told her that her vagina or bladder had dropped, and had sent her to our office for further evaluation. “That sounds pretty bad,” she said, with a look that made it clear she’d been agonizing over the meaning of this change, and assuming the worst about her prognosis. “I’m a healthy person. Why did this happen to me?”





Pelvic prolapse (genital prolapse) refers to loss of support within one or more of the key pelvic structures, including the uterus, vagina, bladder, and rectum. Prolapse can lead to a wide spectrum of potential symptoms, sometimes right after childbirth but more often several years later. For some women, it starts with simple difficulty retaining a tampon; for others, it’s gradually increasing discomfort in the vagina, pelvis, abdomen, or lower back. Perhaps you’ve noticed some vaginal pressure at the day’s end, or increasing difficulty moving your bowels despite a healthy diet and stool softeners. You may have felt pain or uncomfortable pressure during intercourse, or diminished sexual pleasure that you’d assumed was a cooling of your previously torrid sex drive but in fact was due to a specific anatomical change. Urinary symptoms accompanying prolapse may include incontinence, a weakened stream, or a sense of bladder fullness even after you’ve finished voiding. Perhaps you’ve noticed what is often the most alarming symptom: a bulge of tissue seen or felt at the vaginal opening, anywhere from the size of a plum to an orange, or even much larger. Unfortunately, it’s often not until reaching this advanced stage of prolapse that many women finally acknowledge they have a problem and seek advice.

If all of this sounds surprisingly familiar, you’re not alone—this problem is shared by many of your otherwise healthy friends. After learning a bit about the nature of pelvic prolapse in chapter 9, you’ll feel relieved to understand that no, you’re not falling apart at the seams, and yes, there are many ways for you to start feeling better and prevent your problem from getting worse. But right now let’s briefly review the most common prolapse types.

CYSTOCELE: THE BULGING BLADDER

A cystocele is often referred to as a dropped bladder, and it is one of the most common prolapse bulges among postreproductive women. A cystocele forms when the normally flat upper vaginal wall loses its support and sinks downward. This allows the bladder, which is located right above the upper vaginal wall, to drop right along with it. When a cystocele becomes advanced, the bulge may become visible outside the vaginal opening. The visible tissue is the weakened vaginal wall; the bladder is right behind this skin but cannot be seen.

The symptoms caused by cystoceles can include vaginal bulging or pressure, slowing of the urinary stream, overactive-bladder symptoms, and an inability to fully empty the bladder.

RECTOCELE: THE BULGING RECTUM

A rectocele is the mirror image of a cystocele. Cystoceles result from a weak upper vaginal wall, allowing the bladder to bulge downward, while rectoceles result from a weak lower vaginal wall, allowing the rectum to bulge upward. This creates an extra pouch in the normally straight rectal tube.

Rectoceles cause symptoms related to incomplete emptying of the rectum, just like cystoceles cause incomplete emptying of the bladder. But unlike cystoceles, which tend to cause few symptoms until they become quite large, rectoceles often cause symptoms in their early stages. Even a rectocele bulge that cannot be visualized at the vaginal opening may cause difficulty with bowel movements—including the need to strain more forcefully, a feeling of rectal fullness even after a bowel movement, increased fecal soiling, and in some cases, incontinence of stool or gas. Those symptoms result from stool and air remaining within the rectocele pouch even after defecation, in contrast to the normal rectum, which fully empties. Larger rectoceles can bulge right through the vaginal opening and look like a cystocele, although this time it is the lower vaginal wall accounting for the bulge.

UTERINE PROLAPSE

Uterine prolapse, or a dropped womb, occurs when the uterus and cervix fall into the vagina after their supporting pelvic ligaments have weakened. If the uterus drops only slightly, it may cause mild pressure in the vagina or rectum, or even lower back pain. If the uterus drops a lot, you may see the cervix itself outside the vaginal opening, or feel discomfort with intercourse. Sometimes recognizing uterine prolapse is easy—you see the cervix protruding, or feel a firm bulge of tissue inside while inserting a tampon. But most of the time, your doctor makes the diagnosis during the office exam. As we’ll discuss in chapter 9, uterine prolapse is a common reason for needing a hysterectomy, usually performed through a vaginal incision. You’ll also learn about simple devices called pessaries, which can relieve some cases of uterine prolapse without any operation at all.

VAGINAL VAULT PROLAPSE

If you’ve already had a hysterectomy, the top of the vagina (called the vault or apex) should be attached to supportive ligaments on either side of the pelvis. These attachments prevent the top of the vagina from bulging outward beneath the constant pressure of the abdominal contents. However, if these attachments weaken and the vaginal apex drops, a bulge may form near the vaginal opening. This is called vaginal vault prolapse, a condition that happens only to women who have had a hysterectomy, and one that can cause severe pressure and bulging symptoms. Similar to cystoceles, rectoceles, and uterine prolapse, some cases of vaginal vault prolapse can be managed with simple devices; surgical repair is also common and can be performed by a number of vaginal, abdominal, and even laparoscopic techniques. In chapter 9, you’ll become an expert on all of your options, including the different ways a vaginal vault suspension can be performed, and what this operation will mean for your recovery and long-term results.

ENTEROCELE: THE FEMALE HERNIA

When the intestines bulge downward into the upper vagina, then you have an enterocele. It’s the last of the postreproductive pelvic bulges you should know about, and the most difficult to conceptualize. Among all types of female prolapse, enteroceles share the most similarity with the hernias that can develop in the abdominal and groin areas of both women and men: both involve bulging of the intestines into weakened supports nearby. In a man, hernias bulge through the abdominal wall; in a woman, enteroceles bulge into the top of the vagina. The symptoms are often vague, including a bearing-down pressure in the pelvis and vagina, and perhaps a lower backache. They often exist alongside vaginal vault prolapse in women who have had a hysterectomy.


“BUT I NEVER HAD A VAGINAL DELIVERY!”


Significant numbers of women with prolapse, incontinence, and other pelvic-floor problems have never delivered vaginally. How could this be? First, the weight of a pregnant uterus may itself cause important changes over the course of nine months, even without a vaginal birth. Second, everyone’s tissues vary in strength and resiliency. You’ll find women who’ve had eight deliveries and no loss of bladder control, and others with major incontinence and prolapse after only one tiny baby. A recent survey of more than three thousand South Australians found that having a cesarean did not offer full protection against the silent epidemic of prolapse and incontinence. Each woman’s body responds differently to the stresses of pregnancy and delivery.





ANAL INCONTINENCE: LOSS OF BOWEL CONTROL

If you’ve been bothered by some loss of control over your stool or gas, chances are you’ve never mentioned it to your doctor. Neglected by physicians who rarely address this issue with their patients, and endured by patients feeling too embarrassed to mention it, anal incontinence remains underdiagnosed. In a world where almost all of our other problems are now openly discussed, including urinary incontinence, anal incontinence has been left behind as perhaps the most stigmatized postreproductive disorder, still an unspeakable problem. But the problem does exist among otherwise healthy women after childbirth—it’s reported in some form by 20 to 59 percent— though sometimes not arising until many years later. At any age, it can be among the most disabling of all disorders to cope with; accidents are difficult to mask and, of course, humiliating. Few conditions in gynecology cause as much personal and social distress.

What is anal incontinence? For many women, it means the inability to avoid passing gas in public. For other women, it means the accidental loss of stools. And for others, it’s soiling of underwear despite careful hygiene. Not all cases of anal incontinence are caused in the labor room, but childbirth injury is the most common factor. In chapter 10, you’ll learn about the obstetrical events that can lead to anal incontinence, along with a handful of tips for prevention and a host of effective treatments if you’re already affected.


Your risk for anal injury and incontinence is influenced by a number of specific obstetrical events and procedures, including forceps and vacuum delivery, episiotomies, and pushing style. Later on, you’ll learn about all that can be done inside the labor room to reduce your risk. If you’re already coping with symptoms of anal incontinence, you’ll learn about how to find relief through diet, medication, and simple healthy habits.



POSTREPRODUCTIVE SEXUAL CHANGES

A 2001 Harvard study found that six months after childbirth, roughly one quarter of women experience diminished sexual function after a first vaginal birth. Other studies have indicated higher rates following forceps or vacuum delivery.

When these changes occur right after childbirth and then resolve, the reasons are most often perfectly normal. Even the most routine changes—such as weight gain, changes to your body shape, and stretch marks—can give rise to self-image issues, which in turn can affect intimacy between partners. Normal breast-feeding can cause dryness and irritability of the vaginal skin because of decreased estrogen levels, which leads to sexual discomfort that fully reverses later on. Normal perineal healing, be it after an episiotomy or spontaneous laceration, can cause tenderness for weeks and sensitivity for months. And the normal transition to parenthood can drastically reduce the time and effort that two partners will devote to keeping the flame of their romance aglow.

But sometimes postreproductive sexual problems are not part of a normal transition and don’t go away after the postpartum period ends. Too often, women shrug them off as an inevitable aspect of their new body, unaware of not only the physical changes accounting for the problem but also of the preventive strategies and effective treatments. In chapter 11, we’ll explore these conditions and their solutions in depth.


	Changes to the vagina or perineum. Perineal injuries can increase the risk of sexual pain after childbirth but can be preventable. Widening of the vaginal entrance, due to stretch and separation of the perineal muscles and supports, is actually a very common anatomic change after childbirth. For most women, it poses no problem. But for some, the vagina becomes extremely lax, and intercourse is simply not enjoyable in the same way for either partner. Many women who have noticed this problem are reluctant to tell their doctor, but there are effective solutions.


	Sexual effects of incontinence and prolapse. Advanced prolapse, urinary incontinence, and anal incontinence can each have a negative impact on sexual identity and functioning. Prolapse bulges can interfere with penetration. Pressure of the penis against a large cystocele can cause bladder discomfort and urgency, and bumping against a rectocele can cause rectal discomfort or an urge to defecate. Coital incontinence refers to the leakage of either urine or stool during sexual intercourse or orgasm. A recent British analysis found that among more than 4,100 women evaluated at a single urogynecology center, coital urinary incontinence was reported by 21 percent, with 72 percent reporting an adverse effect on sexual function. It’s an embarrassing problem that patients don’t usually like to discuss, so it’s more common than even most physicians would suspect. Although it can deep-freeze sexual relations between even the most solid partners, it’s almost always remediable.


	Hormonal changes, decreased libido, and diminished sensation. Hormones change wildly during pregnancy and afterward. During the postreproductive years, hormones and their impact on sexual function often take on central importance. Loss of libido, diminished sensation, disorders of arousal—all may impact postreproductive sexual function, and in most cases, the problem can be alleviated.





“OBSTETRICS, THEREFORE GYNECOLOGY”: EXPLORING THE ROOTS OF YOUR POSTREPRODUCTIVE PROBLEM


The way you deliver your babies may be just as important to your postreproductive health as the number you choose to have. Countless decisions made in the labor room—from preparing your pelvic floor and perineum during pregnancy to your choice of position during labor and when and how you should push—can affect your comfort and control afterward. Did you know, for instance, that the length of time you push might relate to your risk of incontinence later on? If avoiding labor and vaginal delivery altogether can prevent these changes to some degree, when is choosing a cesarean a reasonable option? In Part 2, you’ll learn that although some aspects of labor and delivery can’t be controlled or predicted, many others can. We’ll revisit labor-room strategies that are usually taken for granted yet probably shouldn’t be. You’ll learn the basics of preventive obstetrics to protect these areas of your body, from the first week of pregnancy right up to the final push. Whether you gave birth three years or three decades ago, or are still in the planning stages, exploring these connections will allow you to understand your postreproductive body in a whole new way.





OTHER CHANGES “DOWN THERE”

Finally, we’ll address other problems that can occur around the pelvis, bladder, vagina, or bowel in the years after childbirth. Some might not have existed before childbearing, such as an episiotomy that never felt fully healed, worsened constipation, or pelvic pain. Or a problem may have preceded childbirth but became more bothersome, such as vaginal irritation, bladder infections, or hemorrhoids. If you’re postmenopausal, you should understand how natural hormonal changes might be affecting any problems down there, as well as your options for treatment and prevention. In the chapters ahead, you’ll gain a new understanding of how to find the most effective relief for a number of gynecological problems and general ailments that are often overlooked.

WHAT CAUSED ALL THIS?

So there you are. You’ve identified some of the issues that seem to have come with the territory of your postreproductive body. You’ve learned that they aren’t nearly as unusual as you thought. But how did it all sneak up on you? Whether you’re preparing for childbirth or looking back on its aftermath, you’ve probably never stopped to consider how this defining life event might affect your body and physical function long afterward.

Let’s aim our microscope at pregnancy and childbirth and make the connection between these postreproductive problems and the physical events of pregnancy and labor that first triggered them, sometimes many years earlier. As you begin to better understand the cause of your postreproductive problems, you’ll be closer to the cure.
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Introducing the Pelvic Floor

[image: ]

ANATOMY, FUNCTION, AND PHYSICAL CHALLENGES


I thought this was something that only happened to old people!

—Jan, first visit to the office, three years after the birth of her twins




I like to work and travel. I want to improve my quality of life!

—Marian, forty-nine-year-old, eldest daughter just left for college; seen for incontinence



Fateful Moments on the Stage

Across cultures, continents, and generations, the birth of a newborn is a human moment that elevates us and provides our single clearest glimpse into the divine. What other experience throughout the human life cycle so universally suspends our cynicism and rekindles the possibilities of wonder and miracle? Childbirth is a timeless drama centered on the strength and determination of a heroine, supported by a cast of secondary players. Building its intensity with wailing, screaming, and puffing, it climaxes with a cry, collective awe, and lives forever changed. Labor is truly our most primal and natural act upon life’s stage.

On a less majestic plane, labor and delivery for our species represent a monumental physical strain. Whereas most physical degeneration in our bodies accumulates gradually across the years and decades of adulthood, during childbirth, we witness immediate and often irreversible injury occurring right before our eyes. At no other time would doctors and family members passively observe physical injury to a loved one without intervening—in a hospital room, no less! The blinding intensity of the labor drama, and our overwhelming fixation on the safe journey of the fetus, allow little opportunity for other concerns—even those concerning potential long-term problems for Mom. “Just give us a healthy baby,” the young and the restless pray, “and we’ll deal with all the rest later on.”

A mother’s fate is often sealed in different ways. From that moment in time, for significant proportions of childbearing women, the die has been cast; they are destined to suffer urinary incontinence, anal incontinence, and pelvic-organ prolapse later in life. Through stretching, tearing, detachment, and compression, childbirth remains the major risk factor for these pelvic disorders. Within months or years, some of these women will be quizzing their peers and scanning the Internet, researching the various causes and latest treatments. Years later, greater numbers will stream into a doctor’s office in need of medication, a device, or surgery, expressing amazement that so many of their female friends seem to be suffering the same symptoms.

WHY ALL THE STRUGGLE?

Why have humans, for all our innocent efforts to procreate, been dealt such a complicated hand in the labor room? Let’s consider, from the standpoint of obstetrics and gynecology, the impact of the past several million years of evolution on the human race. It’s been a mixed blessing, to say the least.

First, to accommodate an enlarging brain, the size of our cranium gradually increased well out of proportion to the rest of our body. While this change immensely improved the quality of cocktail conversations and university lectures, it wreaked havoc on the act of childbirth, leaving us with an extraordinarily large fetal head in comparison with the usual maternal pelvis. Look at polar-bear mothers: weighing over five hundred pounds, they deliver babies with heads smaller than humans’. In human obstetrics, there is very little room to spare!

Problem number two: we stood upright. While this earned us the ability to walk along the beach holding hands, and dramatically improved the aesthetics of ballroom dancing, we were unfortunately left with a pelvis much narrower from front to back, and a bit wider from side to side, in comparison to our knuckle-walking ancestors. This standing bipedal posture also shifted the opening of our bony pelvis directly underneath all of the weighty contents of the abdomen and pelvis. All of our organs were stacked right over a wide-open space, so the pelvis needed to devise enough strength and support to resist the forces of gravity pushing the bladder, uterus, vagina, and bowel downward through this bony pelvic opening. The vagina, in particular, was faced with the seemingly impossible task of supporting the weight of the uterus, bladder, rectum, and bowels all its life, then allowing a full-term baby to pass through—and afterward resuming function as a sexual organ while providing enough strength within its walls to continue holding back the bladder and rectum.

To make this new anatomy all the more challenging, the disproportion between baby and pelvis increased further as improving nutrition resulted in larger offspring over the centuries. For women who have multiple vaginal births, any supports covering this bony opening are stretched wider and wider with the delivery of each newborn.

The Pelvic Floor

What would happen over the millennia as a result of the remarkable physical stresses involved in childbirth? For every evolutionary challenge, the human body always seemed to devise a clever adaptation. But was this evolutionary mismatch, and the stress of human childbirth, too much of a challenge for the female body to surmount? No chance! On the contrary, the human species devised a remarkably clever solution: the pelvic floor.

The first priority of the pelvic floor would have to be providing support for the various organs lying above, including the uterus, bladder, and bowel. On the other hand, the floor couldn’t be a solid surface: through it, a few key hollow structures must pass, including the urethra, vagina, and rectum. While providing strength, the pelvic floor would need to allow these structures to function properly, keeping them closed most of the time but allowing them to open when needed. A seemingly impossible compromise between competing demands: strong enough to withstand the constant pressure of internal organs, supportive enough to allow the vaginal, rectal, and urinary tubes to maintain control over bodily wastes, and flexible enough to allow a full-term baby to pass through. Quite an engineering challenge!

Introducing your pelvic floor. It consists of several layers of muscular support stretching like a hammock across your pelvic opening. Intertwined within these layers are broad, overlapping muscles and connective tissue that surround your organs and secure them to your pelvic bones and spine. Muscles flexing, nerves firing, and bodily wastes being held at bay only inches from the outside world: could you have guessed that so much drama was taking place in this hidden area of your body?

Let’s draw a map of your pelvic anatomy in the most practical terms, for those of you trying to understand your own bulging, dropping, or leaking, and for those looking ahead to childbirth. Aim your microscope at the basic components of the pelvic floor, so we can explore the physical act of childbirth from a new point of view.
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“Normal anatomy”: female pelvic organs and the pelvic floor

THE PERINEUM

The illustration here shows the perineum, the bridge of tissue between the opening of the vagina and the anus. It’s actually the connection point for several muscles that form the opening of the vulva and vagina. The perineum is a relatively easy anatomic structure to orient yourself to, because it’s external and visible, and also because it is the tissue intentionally cut during an episiotomy. So, let’s start our map of the pelvis right at the perineum, and use it as our first landmark of your pelvic floor.

[image: ]

(Above) The outer genitals and perineum
(Below) “Deeper view” of pelvic bones

Finding the perineum on your own body is easy. Looking in the mirror, identify your anal and vaginal openings; in between, you’ll see the span of tissue that is the perineum. It can vary in size from the width of a finger to several
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