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Objective To evaluate the association between different types of

anal incontinence (AI) and Quality of Life (QoL) in late

pregnancy.

Design Cross-sectional study.

Setting Two maternity units in Norway 2009–2010.

Population Primiparae aged 18 or over.

Methods Participants answered questions about AI during the last

4 weeks of pregnancy on the St. Mark’s score and impact of QoL

in the Fecal Incontinence QoL score. Socioeconomic data were

obtained from hospital records.

Main outcome measures Self-reported AI and impact on QoL.

Results 1571 primiparae responded; 573 (37%) had experienced

AI during the last 4 weeks of pregnancy. One third of the

incontinent women reported reduced QoL in the domain

‘Coping’. ‘Women experiencing urgency alone reported markedly

better QoL compared to any other AI symptoms. AI appeared to

have the strongest impact on the domains ‘Coping’ and

‘Embarrassment’. Depression was only associated with

experiencing the combination of all three symptoms [odds ratio

(OR) 13; 95%confidence interval (CI) 3.2–51]. Experiencing flatus

alone weekly or more was associated with the highest impact on

‘Embarrassment’ (OR 20; 95%CI 6.4–61) compared with all other

symptoms or combination of AI symptoms, except the

combination of all three AI symptoms.

Conclusions Between 3 and 10% of the primiparae in this material

experienced AI to such a extent that it affected QoL. The greatest

impact was seen in the QoL domain ‘Coping’. These findings

highlight the importance of an increased awareness of AI in late

pregnancy among health professionals and the need to implement

routine discussions about AI with expectant and new mothers.
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Introduction

Anal incontinence (AI) is the involuntary loss of flatus,

solid or loose stool causing problems with hygiene or in

social settings.1 The main aetiology is related to pregnancy,

childbirth, and obstetric anal sphincter injuries (OASIS) in

particular.2,3 Despite some reports on AI having a pro-

found impact on Quality of Life (QoL)4–6, women sufferers

tend to consider AI a normal part and consequence of

pregnancy and childbirth and few seek medical treatment.7–9

Several authors suggest that pregnancy-related changes to

the pelvic floor muscles’ neuromuscular function is of

greater importance than changes or injuries occurring

during delivery; however, faecal urgency has been shown to

be less prevalent among women with caesarean section

than with vaginal deliveries.10–15 Previous findings indicate

that nearly 30–50% of pregnant women experience AI in

late pregnancy; however, the prevalence of AI is markedly

reduced 6–12 months after delivery.10,13,16,17 Due to the

complexity of maintaining continence, it is suggested that

the individual perception and experience of AI may

contribute more to the impact on QoL than the objective

severity of AI. Hence obtaining measures of condition-

specific Health Related QoL as well as the severity of a

patient’s incontinence problems is recommended.18 Post-

partum AI has been shown to have a mild effect on QoL19
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but there is scarce documentation on how AI in pregnancy

affects QoL. The aim of this study was to explore how dif-

ferent AI symptoms – and combinations of AI symptoms –
affect Health Related Quality of Life in late pregnancy

among primiparous women.

Methods

This study is part of a larger project exploring the preva-

lence and predictors of AI in late pregnancy and the first

year postpartum.17 The main reason for choosing primipa-

rous women as our study population was that we wanted a

homogeneous study population with no previous deliveries.

A pilot study was conducted from May to August 2009, and

a cross-sectional study was undertaken between September

2009 and December 2010. After the delivery of their first

child, Norwegian-speaking primiparae over the age of 18

who gave birth to healthy infants were consecutively invited

to participate prior to discharge home from the maternity

wards. The study was conducted in two hospitals offering

high- and low-risk perinatal services in the Southeastern

and Central Norway Regional Health Authorities.

All primiparae were asked to complete two self-reporting

questionnaires concerning AI symptoms experienced during

the last 4 weeks of pregnancy (St. Mark’s score)20 and how

AI symptoms affected their QoL (Fecal Incontinence Qual-

ity of Life Score (FIQL)).21 Women aged under 18, with

inadequate knowledge of the Norwegian language, or with

poor physical or psychological health postpartum were

excluded. Women delivering infants who were extremely

premature or requiring prolonged admission to the paedi-

atric intensive care unit, were only approached when

advised by the medical staff on the maternity wards. The

St. Mark’s score measures the frequency of AI symptoms

on a five-point scale, (never, rarely, sometimes, weekly and

daily) and also includes three questions with dichotomous

scales regarding the use of pads, constipating medication

(no = 0, yes = 2 points) and the ability to defer defecation

for 15 minutes (no = 4, yes = 0 points). The total St. Mark’s

score ranges from complete continence (0 points) to com-

plete incontinence (24 points). Based on reports that con-

comitant urinary incontinence may bias the question

regarding pad use, this question was not used for further

analysis, as it is likely that pregnant women may wear pads

for other reasons than AI.22 In this study, we chose to

focus on the individual items directly related to leakage of

stool and/or flatus, as well as faecal urgency and combina-

tions of these symptoms rather than the previously vali-

dated total St. Mark’s score. AI was defined as having

leakage of formed or loose stool monthly or more, leakage

of flatus weekly or more, or the inability to defer defeca-

tion for more than 15 minutes. The participants who

reported experiencing AI were allocated to one of seven

groups according to the specific AI symptom or combina-

tion of AI symptoms reported (urgency only, stool inconti-

nence only, flatus incontinence only, combination of stool

incontinence and urgency, stool incontinence and flatus

incontinence, urgency and flatus incontinence or the com-

bination of all three AI symptoms).

The FIQL score is a previously validated condition-

specific scale for patients experiencing anal incontinence.23

The scale includes a total of 29 items: 27 items are rated

on a four-point scale, one item on a five-point scale (Ques-

tion 1, Q1) and one item on a six-point scale (Question 4,

Q4), with a lower score indicating poorer Quality of Life.

There is no total FIQL score; however, the scale is subdi-

vided into the mean of all items included in the respective

four domains; ‘Lifestyle’ (10 items), ‘Coping/Behaviour’

(nine items), ‘Depression/Self-Perception’ (seven items)

and ‘Embarrassment’ (three items).23 In this study, a score

lower than 3.8 points in any FIQL domain was considered

clinically relevant. As the FIQL is a condition-specific ques-

tionnaire, FIQL scores were analysed only for the 573

women reporting AI symptoms.

The questionnaires were completed at the maternity

wards. Those who did not return the questionnaire before

discharge home received postal reminders with question-

naires and pre-stamped return envelopes after 4 weeks.

Demographic data such as mother’s age, employment sta-

tus, educational level, and body mass index (BMI) were

collected from the electronic database PARTUS and hospi-

tal records.

Statistical methods
The prevalence of AI and QoL was estimated. The mean

percentage of missing values in the outcome variables was

1.2% (range 0.3–2.4%) and thus a simple imputation pro-

cedure of the mean score of the outcome variables was used

to replace missing data in single items of the completed St.

Mark’s score and FIQL questionnaires. The total mean of

missing values of the background data was 3.9% (range

0.1–16.9); however, these variables were not imputed.

The independent sample’s t-test was used to compare

the means of continuous background data between two

groups. The chi-square test or the Mann–Whitney U-test

was used when comparing categorical background data.

The variables describing the symptoms of AI were categor-

ised into continent or incontinent according to the defini-

tions of AI in this study. More than 60% of the women

experiencing at least one symptom of AI reported no

impact on QoL, that is, reported maximum scores in the

FIQL domains. Thus, for the majority of the participants

these variables do not vary. Hence, performing statistical

analyses of the FIQL scores as continuous variables using

linear regression was not possible. All mean FIQL domain

scores were dichotomised into the categories ‘reduced’
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when the score was below 3.8 points and ‘not reduced’

when the mean domain score was 3.8 points or higher.

The associations between the various dichotomised AI

symptoms and the four dichotomised QoL domains were

assessed using the chi-square test. All dichotomised AI

symptoms or specific combinations of symptoms were

included in four separate univariate logistic regression

analyses with QoL domains as the dependent variables.

Background variables found to be significantly associated

with the FIQL domains were included in the multivariate

logistic regression analyses. The analyses were conducted to

evaluate the independent strength of the association

between each factor and each QoL domain. None of the

variables in the multivariate regression analyses was found

to be highly correlated (Spearman’s correlation above 0.70

or below �0.70). A significance level of 5% was used

throughout. All statistical analyses were performed using

SPSS for Windows version 18 (SPSS Inc., Chicago, IL,

USA).

Results

During the study period from May 2009 to December

2010 there were 3442 deliveries by primiparous women

in the two hospitals; approximately 5–10% of the primi-

parae were not eligible for participation. A total of 1571

primiparae were included in this study, resulting in a

response rate of approximately 50% (Figure 1). The mean

age of the included women was 28.2 years (median 28.2,

SD 4.7, range 18–46), 61% had education at a higher

level than upper secondary school, and 82% were in full-

or part-time employment at the start of pregnancy

(Table 1). A total of 573 (37%) of the participating

women reported having experienced at least one symp-

tom of AI during the last 4 weeks of pregnancy. The

women reporting AI were younger, less educated and

more often unemployed compared with those reporting

no AI symptoms. No significant differences were found

with regards to smoking habits, marital status or BMI in

late pregnancy (Table 1).

Symptoms of anal incontinence in late pregnancy
The mean St. Mark’s score among the women reporting AI

symptoms was 5.6 points (median 4.0, SD 3.1, range 1–18).
Among the women experiencing AI, 212 (37%) reported

urgency as their only symptom and one in six women

(16%) reported incontinence of flatus alone (Figure 2).

Two symptoms of AI were reported by 120 women (21%);

only 30 women (5%) reported experiencing all three symp-

toms of AI.

Quality of Life domain scores among women
reporting AI in late pregnancy
Only slight reductions in the mean FIQL domain scores

among the women reporting AI symptoms were found

(Table 2). One in four and one in five women reported

that AI affected the domains ‘Coping’ and ‘Embarrass-

ment’, respectively (Figure 3). The domain ‘Coping’ was

affected in more than 50% of women reporting the combi-

nation of stool and urgency and in 67% of those experienc-

ing the combination of all AI symptoms. Nearly one-third

of the women with flatus symptoms alone reported that

this affected the domains ‘Coping’ and ‘Embarrassment’

(Figure 4).

Figure 1. Flow chart of study population.
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Associations between Quality of Life domain
scores
All the QoL domains were significantly related to each

other, with ‘Depression’ showing particularly strong associ-

ations with ‘Lifestyle’ (OR 76; 95%CI 35–164) and ‘Coping’

(OR 31; 95%CI 13–74) (Table 3).

Associations between Quality of Life domains and
symptoms of anal incontinence
Those experiencing urgency alone were found to have a

significantly higher QoL than women experiencing any

other AI symptom or combination of AI symptoms in the

univariate analyses (Table 4). The following covariates were

found to be significantly associated with an increased risk

of AI affecting one or more of the FIQL domains in the

Table 1. Demographic characteristics of participants in late pregnancy

All participants

(n = 1571)

Participants

reporting AI

(n = 573)

Participants not

reporting AI

(n = 998)

Comparison participants

reporting/not reporting

AI (P-value)

Maternal age (years), mean (median, SD) 28.2 (28.2, 4.7) 27.8 (27.6, 4.9) 28.5 (28.5, 4.5) 0.011*

18–22.2 (10th percentile) 159 (10.1) 77 (13.4) 82 (8.2) 0.152***

22.4–28.0 606 (38.6) 222 (38.7) 378 (37.9)

28.1–34.3 637 (40.5) 208 (36.3) 429 (43.0)

34.4–46 (90th percentile) 159 (10.1) 62 (10.8) 97 (9.7)

BMI (kg/m²) late pregnancy, mean (median, SD) 29.4 (28.5, 4.7) 29.3 (28.6, 4.5) 29.5 (28.4, 5.0) 0.703*

Normal (BMI 18.4–24.9) 222 (14.1) 81 (14.1) 141 (14.1) 530***

Overweight (BMI 25.0–29.9) 592 (37.7) 210 (36.6) 382 (38.3)

Obese class I (BMI 30.0–34.9) 330 (21.0) 119 (20.8) 211 (21.1)

Obese class II & III (BMI > 35.0) 161 (10.2) 64 (11.2) 97 (9.7)

Missing 266 (16.9) 99 (17.3) 167 (16.7)

Gestation (days), mean (median, SD) 280 (282, 11.7) 280 (282, 12.0) 280 (282, 11.5) 0.744*

Birth weight (grams), mean (SD) 3449 (3460, 518) 3426 (3452, 515) 3461 (3460, 518) 0.597*

Head circumference, mean (SD) 34.9 (35.0, 1.7) 34.8 (35.0, 1.7) 35.0 (35.0, 1.7) 0.823*

Marital status

Married/cohabiting 1479 (94.2) 522 (91.1) 957 (95.9) 0.326**

Single, divorced, widowed 88 (5.5) 49 (8.6) 39 (3.9)

Unknown 4 (0.3) 2 (0.3) 2 (0.2)

Educational level

Primary 59 (3.8) 30 (5.2) 29 (2.9) <0.001**

Secondary 496 (31.6) 218 (38.0) 278 (27.9)

Higher education 957 (60.9) 298 (52.0) 659 (66.0)

Unknown 59 (3.8) 27 (4.7) 32 (3.2)

Work status at start of pregnancy

Employed (full or part time) 1286 (81.9) 438 (76.4) 848 (85.0) 0.001**

Unemployed 86 (5.5) 45 (7.9) 41 (4.1)

Missing 199 (12.7) 90 (15.7) 109 (10.9)

St. Mark’s score

Total score, mean (median, SD) 2.5 (1.0, 3.1) 5.6 (4.0,3.1) 0.7 (0, 1.0) <0.001*

Use of constipating medication 26 (1.7) 18 (3.1) 8 (0.8) <0.001*

n (%) except where stated otherwise.

Statistically significant differences between participants reporting/not reporting AI are highlighted in bold.

*Independent sample’s t-test.

**Mann-Whitney U-test.

***Chi-square test, linear by linear (graded, categorical variable).

Figure 2. Number of women reporting AI symptoms and combinations

of AI symptoms in late pregnancy.
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univariate analyses and was included in the multivariate

analyses; age, BMI (35 + ), employment status, educational

level and use of constipating medication. Even after adjust-

ing for these covariates in the multiple logistic regression

analyses, women experiencing any symptom or combina-

tion of AI symptoms were found to have a reduced QoL in

the domain ‘Embarrassment’, compared with women expe-

riencing urgency alone (Table 4). When compared with

experiencing urgency alone, AI was found to affect the

domains ‘Coping’ and ‘Embarrassment’ more than the

other FIQL domains. The domain ‘Depression’ was only

significantly associated with experiencing the combination

of all AI symptoms. When compared with women experi-

encing urgency only, those reporting flatus alone weekly or

more were found to have a markedly higher risk of QoL

being affected in the domain ‘Embarrassment’ (OR 20;

95%CI 6.4–61) (Table 4).

Discussion

Main findings
This cross-sectional study on anal incontinence and Quality

of Life among primiparous women showed that 573 (37%)

of the participants reported one or more symptoms of AI

in late pregnancy. One in four of these women reported

that AI affected their QoL in the domain ‘Coping’ and one

in five reported that AI had an impact on the domain

‘Embarrassment’. In the univariate analyses, women experi-

encing the most frequently reported AI symptom, urgency

alone, had a markedly higher QoL score in all four FIQL

domains compared with women experiencing any other

symptom or combination of AI symptoms. The QoL

domains ‘Coping’ and ‘Embarrassment’ were markedly

more affected by experiencing any symptom and combina-

tion of AI symptoms, except stool incontinence alone, in

the multivariate analyses compared with the other two

FIQL scores. Compared with urgency only, women experi-

encing flatus alone weekly or more and the combination of

all AI symptoms reported the highest impact in the QoL

domain ‘Embarrassment’.

Strengths and limitations
The strengths of the present study are that only a few stud-

ies have explored AI in late pregnancy and impact on

QoL.24 The study population is relatively large and has a

similar response rate to previous studies.3,13,25 The validity

of the two assessment tools has been documented previ-

ously20,23,26–29; however we only used some of the items

derived from the St. Mark’s score, rather than the validated

total score. This may have influenced the results, and our

findings must therefore be interpreted with caution. Fur-

ther, the variables age, work status, use of constipating

medication and educational level may have had a con-

founding effect on the results in the present study. These

variables were included in the multivariate logistic regres-

sion analyses in order to minimise this effect. It is unlikely,

however, that in particular the mean difference in age of

1 year between the groups is large enough to have more

than a minor impact on the results.

One limitation of this study is that we have no data on

family history of AI, whether the participants experienced

Figure 4. Number of women with various AI symptoms reporting FIQL

domain scores of <3.8 points.

Table 2. Mean FIQL domain scores in participants reporting AI in

late pregnancy

FIQL domains Mean score

(SD)

Median Range

Lifestyle 3.9 (.3) 4.0 [1.3–4.0]

Coping behaviour 3.8 (.4) 4.0 [1.1–4.0]

Depression and

self-perception

4.1 (.4) 4.3 [1.9–4.4]

Embarrassment 3.9 (.4) 4.0 [1.3–4.0]

Figure 3. Number of women with any AI symptom reporting FIQL

domain scores of <3.8 points.
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AI prior to or early in this pregnancy, or previous impact

on QoL.16,24,30 Also, the participants were recruited after

delivery but were asked to answer questions about AI

symptoms in late pregnancy. This may have introduced

recall bias, as possible changes in continence experienced

postpartum may have influenced how they recall their pre-

delivery continence status. Further, the cut-off point in the

FIQL domains used in the present study may be discussed

as the chosen cut-off score of a mean lower than 3.8 points

was based on the assumption that even slight reductions

from the maximum domain scores may cause significant

discomfort to young healthy women and thus be clinically

relevant.16,31 The cross-sectional study design does not

allow any conclusions on causality.32,33 Hence the focus in

this study has been on associations between AI and QoL

and not on causal inferences.

Interpretation
The majority of the participating women in this study did

not experience AI symptoms in late pregnancy. The AI

prevalence of 37% was somewhat lower than reported pre-

viously5, possibly due to the stricter definition of AI, and

of flatus incontinence in particular, used in this study.

Between 3 and 10% of the participating women experi-

enced that AI affected their QoL. Similar to previous find-

ings, the mean FIQL domain scores in late pregnancy

reported in this study were only slightly reduced from the

maximum score.16 In the literature, however, there is con-

flicting evidence as to whether the frequency and severity

of AI symptoms are appropriate indicators of impact on

Quality of Life.8,27,31 It is suggested that the St. Mark’s

score reflects the impact of experiencing AI on the suffer-

ers’ well-being and that the association is dependent on the

severity of symptoms.34 Some authors indicate that increas-

ing levels of frequency and quantity of incontinence have a

negative impact on usual everyday activities as well as on

general and sexual QoL in patients with long-standing

AI.34–36 The occurrence of incontinence episodes less than

once a month is reported to have a lower impact on QoL

than more frequent incontinence episodes; however, one

study found monthly and weekly episodes of stool

incontinence to be equally distressing for patients with

long-standing AI.35 In contrast to previous reports of flatus

incontinence at any frequency being the least bothersome

symptom of AI31, the findings in this study suggest that

experiencing flatus incontinence alone on a weekly or daily

basis has a profound negative impact on QoL, especially in

the domain ‘Embarrassment’. In a previous study, persis-

tent AI symptoms in the first 2 years postpartum were

found to negatively affect QoL, and severe symptoms

affected QoL more than less severe symptoms did.8 The

results of the present study indicate that the type and com-

bination of AI symptoms may influence the impact on

QoL. Compared with experiencing urgency alone, experi-

encing any symptoms or combinations of AI symptoms,

except stool alone, was found to have a significant effect on

the FIQL domains ‘Coping’ and Embarrassment’. These

domains have previously been reported to be the most

important aspects of patients’ daily lives.27 Experiencing all

AI symptoms, however, was the only symptom or combi-

nation of AI symptoms found to have a profound impact

on all four FIQL domains, also shown previously.26–28 The

participants in previous studies tended to be older women

with long-standing AI symptoms and are thus not directly

comparable to our group of young healthy primiparae. The

poor association between AI symptoms and ‘Depression’ in

this study may reflect that the young expectant mothers

were possibly more focused on their imminent or recent

delivery and their new role as mothers, rather than on the

inconveniences possibly thought to be pregnancy-related

and of short duration.

Embarrassment has been reported to be the main reason

for non-disclosure of AI and not seeking medical treat-

ment.37 The independent association between all FIQL

domains was found to be strong in the present study. Pre-

vious studies have suggested that the complexity of AI and

maintenance of continence result in large individual varia-

tions in the patients’ perception of how much experiencing

AI symptoms may affect the various aspects of QoL.27,29

Thus the findings in this study may suggest that the com-

plexity of maintaining continence and the embarrassment/

stigma of being unable to control one’s bowels may result

in AI affecting several QoL domains, and ‘Depression’ in

particular. Based on previous reports that AI during preg-

Table 3. Association between FIQL domains scores <3.8 points in late pregnancy among participants reporting AI

Coping behaviour

OR (95% CI)

Depression and Self-perception

OR (95%CI)

Embarrassment

OR (95%CI)

Lifestyle 29 (13–65) 76 (35–164) 11 (6.0–20)

Coping behaviour x 31 (13–74) 15 (9.1–25)

Depression and Self-perception x 15 (8.0–29)

Embarrassment x
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nancy is one of the main predictors of postpartum AI5,17,

early intervention and information may possibly aid in

reducing and preventing postpartum AI.

Conclusion

Between 3 and 10% of the primiparous women in this

material experienced AI symptoms or a combination of AI

symptoms affecting their QoL. The greatest impact of expe-

riencing AI symptoms in late pregnancy was seen in the

QoL domains ‘Coping Behaviour’ and ‘Embarrassment’.

These findings show that experiencing AI may affect several

QoL domains and emphasise the need for health profes-

sionals to routinely discuss AI with expectant and new

mothers, and identify those who may require further inves-

tigation and treatment in order to prevent AI postpartum.
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Anal incontinence in late pregnancy: An opportunity to improve quality
of life with a single question

H Wendell Brown
Department of Obstetrics and Gynecology, Division of Gynecology and Female Pelvic Medicine and Reconstructive

Surgery, University of Wisconsin School of Medicine and Public Health, Madison, WI, USA

Mini commentary on ‘Anal incontinence and Quality of Life in late pregnancy: a cross-sectional study’

In this elegant paper, Johannessen

et al. present cross-sectional data col-

lected from approximately 1500

newly postpartum primiparous

women about symptoms of anal

incontinence (AI) and their impact

on Quality of Life (QOL) in the

month prior to delivery. The AI

prevalence in this sample is 37%,

and almost 40% of women with AI

report a negative impact on QOL in

at least one domain. The authors

conclude that health professionals

should thus routinely discuss AI with

expectant and new mothers, a rec-

ommendation that may seem super-

fluous at first glance but which on

careful examination is absolutely

essential, especially in light of extre-

mely low care-seeking rates for this

condition, not just during pregnancy

but throughout the life-course.

The definition of AI used in this

study is unique because it includes

faecal urgency in the absence of

incontinence of flatus or stool. Inter-

estingly, women with isolated faecal

urgency had significantly better con-

dition-related QOL than women

with other AI symptoms. The argu-

ment could thus be made to exclude

faecal urgency from the definition of

AI. If faecal urgency is removed from

the definition, the prevalence of AI

in this sample becomes 23%, which

is still notable, especially considering

that isolated flatal incontinence

meets the definition criteria only if it

occurs at least weekly. Stated another

way, one in four nulliparas experi-

ences AI in the last month of preg-

nancy, and AI is associated with

negative QOL impact, especially in

domains of embarrassment and cop-

ing behaviour.

As obstetrician-gynaecologists, we

are uniquely positioned to screen

our patients for these symptoms and

to offer early intervention and treat-

ment. Fiber supplementation, pelvic

floor muscle exercises, and lopera-

mide are safe interventions during

pregnancy that can significantly

improve symptoms. Perhaps even

more importantly, screening for

these symptoms during pregnancy

opens the door for our patients to

discuss pelvic floor disorders with us

in the future. It could be argued that

AI in the last month of pregnancy,

despite its negative impact on QOL,

is not significant, as it resolves post-

partum in the majority of women.

However, we know that vaginal birth

is associated with an increased risk

of persistent AI postpartum (Solans-

Domenech M et al. Obstet Gynecol

2010, 115:618–28) as well as an

increased risk of additional pelvic

floor disorders 5–10 years after deliv-

ery (Handa VL et al. Obstet Gynecol

2011; 118:777–84). Further, more

than 70% of women with AI have

never discussed it with a physician,

and having a primary care provider

is significantly associated with care-

seeking (Brown HW et al. Female

Pelvic Med Reconstr Surg 2013,

19:66–71). During pregnancy, we as

obstetrician-gynaecologists serve as

primary care providers.

A simple inquiry about ‘accidental

bowel leakage’, the patient-preferred

term for AI (Brown et al. Int J Clin

Pract 2012; 66:1101–8) adds only

seconds to an antenatal visit, and

identifies those women who may be

at risk for pelvic floor disorders

postpartum and in the future. If we

as obstetrician-gynaecologists start

the discussion about accidental

bowel leakage with our patients dur-

ing pregnancy, we have the opportu-

nity to impact their Quality of Life

not just during the month prior to

delivery, but also over the next 30–
50 years.
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