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SC: Well, Pilar, thank you so much for 
sharing your expertise and insights.

Pilar Martin, RN, midwife, Certified Advanced 
Rolfer was born in Spain. She became an RN-
midwife in Spain at age twenty-two. She was 
introduced to Rolfing SI in 1988 by Peter 
Schwind’s first book on Rolfing SI, the only 
one translated into Spanish at that time. Her 
initial Rolfing sessions were with Sammy Frank 
in Barcelona. She trained in Munich in 1991 
with Peter Melchior and Bill Smyth, and met 
Jean-Pierre Barral at the same time and studied 
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Introduction
All over the world, the legal and traditional 
regulations around pregnancy, birthing, 
and postnatal care are changing. I live and 
work in Germany, where, both by tradition 
but also by law since the 1930s, a midwife 
must be present at every delivery. Only in 
emergency cases are doctors alone allowed 
to help. Even in the case of a planned 
C-section, a midwife will be present in the 
operating room, firstly to take care of the 
woman, and then taking care of the baby. 
Frequently it will be the midwife, not the 
doctor, who carries out post-operative care. I 
received my training as a nurse and midwife 
at the university hospital in Würzburg, 
and this was the way I had worked for a 
decade when I started my Rolfing Structural 
Integration (SI) training almost twenty 
years ago. I witnessed about two hundred 
C-sections as the midwife in charge, and 
many more during my training and a one-
month deployment in the operation ward.

Nowadays, in the US, Canada, and Europe, 
23%-50% of deliveries are planned or end 
up as C-sections. Indeed, in more affluent 
socioeconomic groups in the US and 
South America, this percentage goes as 
high as 70%-90%. As the long-term effects 
and outcomes of C-sections become more 
apparent, authorities are now trying to 
encourage vaginal births. In Europe, the 
prevalence of birth by C-section is around 
25%-40% and rising (some hospitals have 
a rate of 70%!), and equivalently there are 
increasing calls to return to more natural 

birth settings. But for the time being, we need 
to be able to work with the high number of 
women who have had a C-section. 

Around 15% of women do not have 
children (depending on cultural and 
religious backgrounds, this figure may vary 
between 5% to 20%). Thus 85% of women 
have at least one child, and indeed many 
of them will have two or more children. 
This means that 30% to 70% of women who 
show up in our Rolfing practices have one 
or more C-sections in their history.

Many people think that the cesarean (or 
caesarean) section was named after Julius 
Caesar, the Roman emperor, and that he 
himself was born that way. But cesareans 
were actually already being performed (and 
called by that name) before he was born. 
The word comes from the Latin caedere: to 
cut. Women in those times did not survive a 
C-section. (Happily, we know that Caesar’s 
mother did live for many years after his 
birth, having given birth to him vaginally.) 
Abdominal cuts to save a child’s life were 
only performed when the mother’s life was 
already fading and could not be saved.

In the nineteenth century, rickets became 
very common due to malnutrition and the 
practice of keeping children indoors. It 
caused severe pelvic deformities, and many 
women died during labor at full term due 
to tearing of the uterine musculature. The 
medical alternatives then available were of 
little help: inducing labor prematurely might 
lead to death or handicap of the child, or the 
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fetus might be killed in the womb; cesarean 
sections caused maternal death in 45%-60% 
of cases. In general, the mother’s life was 
saved over the child’s, and women were 
advised not to get pregnant again. 

Only after the introduction of chloroform 
and antibiotics in the early twentieth century 
did C-sections become safer. Yet it is still the 
most common reason for maternal death in 
delivery (indeed, almost the only reason 
now in places like Germany). Today, the 
maternal mortality rate differs from 1:6600 
live births in industrialized nations to as high 
as 1:250 births in underdeveloped / Global 
South countries. For the child, it also remains 
the case that a C-section is not the safest 
way to be born: breathing and blood-sugar 
regulation problems are just two possible 
adverse effects of being born by C-section. 
When these aspects are considered, it is 
possible that C-section threatens as many 
lives as it saves.

C-Section Procedure
Until the 1960s, the abdomen was cut 
lengthwise in a C-section, and the uterus 
opened transverse at the corpus; that is, at 
the cranial end. Sometimes even the uterus 
was cut open lengthwise. The standard 
method was formerly to cut all layers to the 
full extent of the opening required, and in 
the end suturing up every single layer one 
by one. Both ways caused large scars in 
the abdominal wall and, since the uterus 
was cut through the thickest part of its 
musculature, it would frequently rupture 
in later pregnancies and during labor. For 
this reason, it was recommended that after 
a C-section there should be no further 
pregnancies (requiring abstinence in those 
days). Later, with the advent of improved 
suturing, this advice was changed to: ‘once 
a C-section, always a C-section’, definitely 
the safer way to go.
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From the 1960s onwards, surgeons began to 
prefer a suprapubic transversal cut of the 
abdominal wall (within the bikini zone), 
with a longitudinal cut of the muscular 
layer in the fascia, and then a supracervical 
transversal incision to the uterus. In this 
lower end of the uterus there is little 
musculature, and post-surgical ruptures 
are accordingly fewer. The materials used 
for suturing have improved considerably, 
and wounds heal much better, to the extent 
that a woman today might have a first child 
by C-section before going on to have three 
vaginal births. 

The Misgav-Ladach method is also mainly 
used nowadays as it is considered less 
invasive and conducive to faster healing. In 
this method, it is only the outer skin layer 
that is cut all the way through; all the other 
layers are cut minimally (‘edgeless’) and are 
then opened by tearing or pulling. Only the 
uterus, abdominal fascia, and skin need to be 
sewn up afterwards; other layers (such as the 
layers of muscle and the peritoneum) are left 
open. The surgeon sometimes repositions 
these before suturing the next layer.

Preoperative Preparation
The following is standard preoperative 
preparation for a C-section:

•	 Administration of sedative 

•	 Shaving of the lower abdominal area and 
pubic symphysis 

•	 Fitting of intravenous drips; for example, 
to fill the circulatory system with liquids, 
medication to stop contractions, or (more 
rarely) blood transfusion

•	 Continuous blood-pressure monitoring, 
attached on one arm

•	 Continuous oxygen monitoring, attached 
on one finger

•	 Fitting of a urethral catheter

•	 Local anesthesia, such as an epidural or 
other spinal anesthesia

•	 Positioning of the body on the operating 
table

•	 Washing of the body

•	 Covering of the legs and belly with a 
sterile drape

•	 Erection of a screen at the level of the 
thorax between the woman and the 
operation area, so that she will not be 
able to see what is happening, nor who is 
there, but which still enables the surgeon 
to see her face

•	 If necessary, general anesthesia with 
intubation. This involves stretching the 
neck far back, the insertion of a tube, 
and then leaving the neck in a slightly 
more neutral position afterwards while 
maintaining the tube in the throat.

Operation
A C-section operation consists of:

•	 Transverse opening of  skin and 
subcutaneous fat cut from right to left

•	 Widening and tearing of the incision

•	 Insertion of abdominal spreaders to 
maintain the opening 

•	 Incision and tearing of the muscular 
layer lengthwise at the midline along 
the fascial layer 

•	 Opening of parietal peritoneum with a 
small incision and tear; this is a very thin 
and elastic layer

•	 The ‘stuffing away’ of the intestines with 
wet cloth (lots of pieces of cloth, perhaps 
three to eight pieces depending on size, 
which must be counted in and out). This 
takes times, so some surgeons will not 
do this. 

•	 Incision of visceral peritoneum on top 
of the bladder

•	 Dissection of the bladder away from 
the uterus

•	 Incision and tear of the transverse 
opening of the uterus in the supracervical 
area (behind the bladder) 

•	 Opening of the amniotic sac

•	 Suction of amniotic fluid

•	 Taking the child by the head or butt

•	 Pressing on the upper abdomen in order 
to build up pressure to enable extraction 
of the baby

•	 Clamp and cutting the umbilical cord

These steps are achieved with a lot of 
hurry and stress, because all of this needs 
to happen within one to two minutes from 
the start of the operation to avoid anesthetic 
and other medication getting into the 
child’s circulation. After the child has been 
separated from the mother’s circulation, 
the pace of the operation usually becomes 
more relaxed. Nevertheless, the operation 
continues to be potentially life-threatening 
for the woman. 

The baby’s vital signs will be checked; in 
the past, the child would be taken away to 
the neonatal ward (nursery) and brought 
to the woman maybe a day later, or even 
days later, when the mother was able to 
walk over to the nursery. Nowadays, the 
baby will be checked and brought to the 
mother straightaway and placed on her 
upper thorax so she can see and feel the 
baby. Only later will the baby be brought to 
the nursery for a complete check-up. If the 
baby has problems, the mother might not 
see the baby until she is able to walk or be 
brought to the neonatal intensive-care unit. 

The operation continues:

•		 Further suction of amniotic fluid and 
blood

•		 Manual extraction of the placenta, with 
suction of blood

•		 Taking the uterus out of the abdominal 
cavity to suture, and repositioning into 
the abdominal cavity

•		 Re-attaching the bladder to the uterus 
(some surgeons do this; some don’t)

•		 Laying the visceral peritoneum over the 
uterus and bladder, with optional suture 
of peritoneum

•		 Removing the pieces of cloth, and 
counting these back to ensure that 
everything has been removed

•		 Insertion and sewing in of a drainage 
mechanism

•		 No procedure to parietal peritoneum

•		 Suture of the fascial sheet under the 
musculature

•		 In the past: suture of the muscular layer 
(nowadays, this is not done)

•		 In the past: suture of the subcutaneous 
fatty tissue (nowadays, this is not done)

•	 Suture of the skin (in the past, via 
clasping or stitches; nowadays, via 
intracutaneous suture)

•	 Application of sterile bandage

Postoperative Care
Next we have the postoperative care 
procedures:

•	 Removal of coverings

•	 Lifting woman over to a movable bed 
(along with urinary catheter, drainage, 
and IV)

•	 Infusion of medication to support uterine 
contraction
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•	 Patient taken to a monitoring or 
intensive-care unit 

•	 The urinary catheter and drainage will 
remain for at least a day

•	 Blood-pressure and oxygen monitoring 
will be removed at differing times

•	 Pain management

Recovery
While all these steps are carried out for 
good reasons, many of them may have long-
term effects on the body. In pregnancy and 
delivery, the body’s own capacity to heal 
and reposition itself in space and gravity 
is abundant. (One example makes this 
brilliantly clear: surgeons used to combine 
some C-sections with sterilizations, but 
stopped doing this after they found that – 
compared with the usual refertilization rate 
of 0.1% – sterilizations carried out in the two 
weeks after birth have a refertilization rate 
of up to 10%.) 

Nevertheless, the woman’s body and being 
have a lot to do (not forgetting childcare!) 
after an operation as major as this. How 
well a woman heals after a C-section will 
depend on a number of factors, including 
her physical state prior to the birth and the 
resources available to her after the operation. 
It may be easier to recover from a C-section 
that was planned, but this also depends on 
whether her expectations of recovery were 
realistic. For women who chose to give birth 
vaginally, but found themselves overrun by 
emergency and hospital procedures, there 
will be a need to process the psychological 
themes of their experience alongside the 
physical effects (and all of this while caring 
for a newborn). This can be absolutely 
overwhelming. A great deal of tender and 
empathetic support is needed for many 
weeks after the operation.

There are five typical stages of recovery:

Phase One: In the first few hours, immediate 
survival is in the foreground. There may be 
shocked numbness. Basic body functions are 
important; thinking may be too demanding. 

Phase Two: In the first few days, the 
numbness dissipates, and the focus shifts 
to pain management, relearning to walk, 
re-engaging bladder control, and the 
resumption or normal bodily functions. 
Managing pain around daily activities 
will be a challenge, and emotions start to 
show up (sorrow, disappointment, anger, 
and feelings of guilt may be among these). 
The typical ‘baby blues’ often marked by 

excessive crying may emerge at around 
the third day. 

Phase Three: Awareness. The period after 
getting home and until around eight weeks 
after delivery is a hard time for all women, 
especially after a C-section. The round-the-
clock care needed by a newborn inhibits 
a normal recovery from a big operation. 
Doubts, recriminations, and judgement 
(by the woman or by others) around the 
decision to have a C-section, or the question 
of how it might have been avoided, are 
foreground. For many, this can be a very 
emotional and intense phase, as women try 
to negotiate whether they or their medical 
team were at ‘fault’.

Phase Four: Medium-term resolution. In the 
period two to twelve months after the birth, 
women try to make sense of their experience. 
They may recapitulate what happened from 
different aspects, and try to settle on the facts. 
This is often the time when they begin to seek 
help with the outcomes of their experience 
(meeting Rolfers and other practitioners, 
restarting exercise, finding groups to talk 
about their experience, etc.). Some women 
may nevertheless suppress the reality of the 
operation and try to get back to a body image 
from before the pregnancy.

Phase Five: Resolution. Acceptance and 
allowing the experience to be an integrated 
part of their lives.

Let’s go back to the physical part of the 
C-section. I will point out common effects of 
many of the steps listed above. Of course, this 
list is not, and could never be, complete, and 
will not be true of every woman you meet 
in this situation. Women may experience 
one or several of these side effects, and may 
not be able to name or give words to some 
aspects of their physical state. The following 
is presented as a prompt to help you better 
identify, understand, and evaluate your  
clinical observations.

General Themes for  
a Rolfing Body Reading
Based on what has been discussed above, 
there are many aspects Rolfers can consider 
in the structural and physical assessment 
of a client who has undergone a C-section, 
depending on their scope of training and 
other licensure. Some of these include:

•	 General alignment

•	 Spatial relationships

•	 Breathing 

•	 Areas of inhibition or avoidance

•	 Layers (fascia, musculature . . . ) – are 
there disrupted layers of tissue, observed 
in scars, imbalanced tonus, areas of 
numbness or hypertonus, adhesions to 
other layers/structures?

•	 Blood flow: is it even throughout the 
body? Are there areas of increased or 
lessened blood flow, or congested/empty 
areas? 

•	 Lymphatic flow: are there areas of 
congestion, swelling, or emptiness?

•	 Nerve connections: are nerves connected 
throughout? Are there areas of numbness 
or hyper-reactibility?

•	 Reactions to medication: liver, spleen, 
and kidney areas; increased blood flow; 
areas of the body that may be swollen, 
tense, tender, stiff, or non-reactive 

•	 Reactions to suture material: may lead to 
scars with secondary healing (see below)

•	 Meridians: general flow, congestions, 
emptiness, imbalance

•	 Scars: primary healing (i.e., the body 
was able to reconnect all sides without 
disruption) or secondary healing 
(disconnecting scar tissue in between, 
causing interruptions, deviations, etc. of 
blood flow, lymphatic flow, enervation, 
fasc ia l  connect ions ,  mer idians , 
coordination, body image, body schema 
and meaning)

•	 Adhesions: they act like scars with 
secondary healing

Common Reactions to  
the C-Section Procedure
In general, pregnancy hormones result in 
tissue that is more elastic and less able to 
recoil. This means that dislocation can occur 
more easily and be harder to heal. These 
hormones are active for several weeks after 
delivery and throughout breastfeeding. 
While it is easy to affect the body through 
Rolfing SI during this time, it is also easier 
to dislocate joints or overstretch tissues, and 
beneficial effects may not be lasting.

Anaesthesia used during a C-section may 
be local or general. With local anesthesia the 
lower part of the body will be numb, while 
in general anesthesia the patient will not 
feel dislocations and strains to joints and 
tissues. (Of course, this is true for every 
operation, not only C-sections.)

The intravenous drip is usually placed on 
the right arm, and this arm will be fixed 
in place during the operation so that any 
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unconscious or inadvertent movements will 
not tear out the access to the blood system. 
The arm will be held in place for the duration 
of the operation (thirty-five to sixty minutes 
on average). Very often, the arm is not fully 
comfortable during the operation, and this 
can lead to slight dislocations, ligamentous 
overstretching, and muscle contractions 
that may afterwards cause inhibitions in the 
right shoulder. The oxygen sensor is placed 
on one finger on the same side.

Blood-pressure measurement is done on 
the other arm. The sphygmomanometer 
stays in place for the whole operation 
and for some hours afterwards, and can 
cause inhibited movement in the arm  
and shoulder.

During the operation, the body is fixed on 
the operating table in lithotomy/dorsosacral 
position (on the back with flexed hips and 
knees and legs splayed), and also in the 
Trendelenburg position, meaning slightly 
turned to the left, to avoid vena cava 
syndrome. Reclining fixedly in this position 
for more than half an hour, with a twisted 
sacrum, can distort the whole lower spine 
and especially the sacroiliac joints (if there is 
preexisting misalignment, you can imagine 
the effect). The surgeon will be located on 
the left side of the body, with a helper on 
the right side. Another medical assistant 
may also be standing at the end of the 
surgical table, between the patient’s legs. 
With general anesthetic, the neck may be 
overstretched, and vertebrae may become 
fixated or misaligned.

After the operation, the woman will be 
placed in a regular hospital bed, but this 
may be achieved a little carelessly. As it is 
hard to move one’s own body immediately 
after an operation, all sorts of ‘minor’ 
misalignments may occur. 

Over the coming days, patients are mobilized 
quickly, with a view to discharging them 
from the hospital and allowing them to be 
at home with their new baby. However, 
this is achieved with a lot of painkillers that 
enable the woman to get out of bed at a time 
when she should still be in recovery. Not 
infrequently, women experience secondary 
infections due to wounds reopening, and 
may even need another operation to clean 
out infected cavities or remove excessive 
scar tissue and adhesions.

Other Reactions 
There are other reactions to treatment that 
are often neglected or not immediately 
obvious.

•	 Placement of the urethral catheter (which 
can be in place for at least one day, and 
sometimes several days) can cause 
irritations and inflammations. These can 
cause constrictions in the urethra, so the 
woman starts to ‘squeeze’ in order to 
urinate. Over time, this will weaken her 
pelvic floor. (This also happens with men 
who have a prostate problem.) Weakness 
of the pelvic floor sometimes causes 
incontinence in all areas.

•	 When the surgeon starts to make the 
incision, there is very often a physical 
reaction by the woman, as though she 
wanted to run away. This is a factor even 
in general anesthesia, because the body 
is not numb: it is only the connection 
to the brain that is inhibited. There can 
therefore be an unconsciously registered 
experience of physical violation, and 
reactions that accord with this. Strong 
bodily memories – of feeling suffocated 
due to intubation, of being strongly 
pushed on the ribs, of someone leaning 
on the inner thighs, and of voices 
and other fragments of the surgical 
experience – may show up in dreams. 

•	 There are strong pushes and pulls to 
the intestines and the mesentery, and 
potential irritation to the vertebrae. 
Strong back pain in the lower thoracic 
and lumbar vertebrae is quite common. 

•	 Due to suctioning of bodily fluids in 
the abdominal cavity, there can be local 
dryness, leading to adhesions later on.

•	 The upper belly and lower thorax are 
pushed in order to squeeze out the baby. 
Bruising and slight dislocation of the ribs 
are common. 

•	 The uterus is displaced within the 
abdominal cavity in order to be sutured. 
This generates strong pulls on the 
posterior ligaments, and also often on 
the lateral ones, and both these pulls and 
subsequent compensations can dislocate 
the sacrum. The outer lining of the uterus 
becomes dry in this procedure, and can 
be prone to adhesions afterwards.

•	 The inner  opening of  drainage 
mechanisms is affected by general 
physical movement, and can end up in a 
less-than-ideal place. Its constant suction 
pulls on surrounding tissue, which may 
cause lesions, and not infrequently the 
removal of the drainage mechanism is 
both extremely painful and may result 
in further lesions.

•	 The abdominal wall is cut through, 
and with it the nerves that supply the 
area. Very often there is numbness for 
several months in the skin of the lower 
abdomen, and also in the area of the 
pubic bone. If there is insufficient or 
inhibited proprioception in this area, 
pelvic tilt and shift may not be correctly 
felt and represented. This will influence 
the whole body, especially the inner 
front line of the legs down to the toes, 
and thus have an effect on the push-off 
of the big toe. Front-to-back balance may 
be dysregulated, both in in standing  
and moving.

How the Ten Series Supports 
Recovery from a C-section
There are many ways a Rolfing Ten Series 
can support a woman in recovery from 
the effects of a C-section. If you are in any 
doubt that a client’s presentation is within 
a normal range, do not hesitate to refer her 
to a physician prior to working with her.

Session One can help address the effects 
of both pregnancy and delivery on the 
breath. During pregnancy, the lower ribs 
are pushed outwards to make space for the 
baby, with pregnancy hormones working 
to soften ligamentous structures. This may 
mean that the ribs are not in place, or that 
the diaphragm needs to return to normal 
function. During delivery (and especially an 
attempted vaginal delivery), the breath may 
have been used to try to push the baby out. 

Session Two can address the effects of 
pregnancy on plantar support, as well as 
the mobilization under stress of trying to 
‘kick’ a perceived aggressor or ‘run away’ 
from the situation in the hospital. 

Session Three can resolve issues in 
front-to-back balance that may be due to 
internal strains on the pubic symphysis and 
dysfunction of the lower abdomen. 

Session Four can help with irritations 
to the pelvic floor created by internal 
pulls, and with squeezing the pelvic floor 
due to trauma, numbness, and feared or  
real incontinence.

Session Five can really help with finding 
space for the abdominal organs and psoas, 
as well as with issues with both body schema 
and body image with respect to the belly.

Session Six can address issues around 
sacral dislocation and the effects of internal 
pulls on the mesentery. 
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Session Seven can resolve issues from the 
positioning of arms, shoulders, and neck 
during the operation. 

Sessions Eight to Ten, the final three sessions 
of the Series, help to re-establish fascial lines 
and transitions throughout the whole body, 
and help the client to address issues with 
both body schema and body image.

Conclusion
I hope that this article can contribute to a 
better understanding of the aftermath of 
C-sections and help us, as Rolfers, to resolve 
the difficulties they create for our clients. 
The Rolfing Ten Series is wonderfully 
designed, and applied carefully it may help 
with many of the effects of a C-section.

Dorit Schatz trained as a nurse and midwife in 
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her Advanced Rolfing Training in Santa Monica 
in 2002, and her Rolf Movement Training 
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Changing the Trajectory of Life, 
Part 2
By Briah Anson MA, Certified Advanced Rolfer™, Rolf Movement® Practitioner, 
BCSICM

Editor’s note: Part 1 of this article, concerning Rolfing® Structural Integration (SI) for children, 
was published in the September 2017 issue of this Journal.

Introduction
My exploration into working with pregnant 
women came about as a direct result of the 
admonition that Ida Rolf put in the first 
edition of her book. This was a quote from 
Gautama Buddha:

Do not believe in anything merely 
because it is said, nor in traditions 
because they have been handed down 
from antiquity: Nor in rumors as such: 
Nor in writing by sages because sages 
wrote them: Nor in fancies that we may 
suspect to have been inspired in us by 
a deva: Nor in inferences drawn from 
some haphazard assumption we may 
have made: Nor in what seems to be an 
analogical necessity: Nor in the mere 
authority of our teachers and masters. 
Believe when the writing, doctrine, or 
saying is corroborated by reason and 
consciousness (Rolf 1977, 8).

This advice led me to seek out mentors 
in the SI world, look for scientists doing 
research that illuminated the Rolfing 
principles, and to push my work into areas 

that were not usual for us, just to see if the 
Rolfing principles could be effective there 
as well. For many years I studied with four 
teachers trained by Dr. Rolf, among them 
was Stacey Mills from Hawaii. I integrated 
their approaches and perspectives on the 
Ten Series into my own work. Rolf was 
adamant about studying and focusing 
solely on the Rolfing Ten Series for five 
years as a way to truly understand its 
depth. It was after that length of time that 
I started branching out into other areas, 
and I also found the work of Dr. A.J. Ayers, 
an occupational therapist doing research 
on fetal and childhood development. I 
was looking for other paths of reason that 
corroborated (or didn’t corroborate!) with 
Rolf’s assumptions. 

The wonderful paradigm of Rolfing SI is 
that our work holds a different premise than 
the predominant paradigm of our culture 
that focuses on alleviating symptoms. We 
have the power of a whole-system process 
that establishes the proper relationships 
within the body and between it and gravity. 
I cannot emphasize enough the underlying 
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