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Abstract

Episiotomy is an incision on the introitus and the perineum to increase pelvic outlet to facilitate childbirth and
prevent trauma to fetal and maternal tissues. Episiotomy and perineal laceration may predispose the woman to
short and long term complications. The objective of this study was to determine the prevalence of episiotomy and
perineal lacerations and their associated risks factors at Benue State University Teaching Hospital, Makurdi,
Nigeria. Retrospective data of all women who had spontaneous vagina delivery over a 3 year period with perineal
laceration/episiotomy were reviewed. Data was obtained from the records and information on the socio-
demographic variables, episiotomies, lacerations and the birth weight of infants. The associated risk factors were
recorded using Statistical Package for Social Sciences version 22.0f the 636 vaginal deliveries, 85(13.4%) had
lacerations with 65(10.2%) first degree, 19(3.0%) second degree and 1(0.2%) major laceration. Episiotomy rate
was 132(20.8%). The mean parity and birth weight of infants were 2.62(SD= * 1.83) and 3.1 kg (SD= + 0.767)
respectively. The highest number of perineal tears 69(10.8%) were in the lower age group (< 30 years). A similar
observation was noted in respect of episiotomies which rate however decreased with parity. The relationship
between maternal age, parity, booking status, fetal weight and the perineal status at delivery was statistically
significant (P< 0.05). Episiotomy and perineal laceration rates in our institution were low. The major risk factors
were low parity, young maternal age and increasing fetal weight at birth and their presence should be an early
warning sign. We advise perineal support for all women during delivery.
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Introduction

Vaginal birth is the most common mode of child birth
and is usually associated with some complications,
and one of the most known is perineal tear/episiotomy
but there is little available data on these in our
environment. Birth trauma despite all efforts to
prevent it still remains an unavoidable and very real
obstetric problem. It is unfortunate that nobody in the
delivery room can be fully protected from this
obstetric complication." Data on perineal lacerations
and episiotomy in the developing world is relatively
poor compared to the developed countries. Episiotomy
and perineal lacerations may both be indications of a
difficult childbirth in the second stage of labor.
Episiotomy is an incision performed on the introitus

and the perineum immediately prior to crowning of
the fetal head to increase pelvic outlet and to facilitate
childbirth and prevent fetal trauma and maternal
perineal injury. It is the most common obstetric
surgical operation.> The routine use of episiotomy
results in high episiotomy rate where it is practiced;
however the World Health Organization recommends
restrictive use over routine use.?

In England for example, episiotomies were performed
on over half of all women delivering in 1980, falling
to 37% in 1985 with a dramatic fall to about 20%in
1994 to 1995.% It has been documented that 46% of
low-risk nulliparous women in the UK experience
episiotomy, while in the USA, a total of 30-35% of
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vaginal births include episiotomy.®> The occurrence of
obstetric perineal injury is not considered substandard
care because it is a known complication of vaginal
delivery. However, failure to recognize anal sphincter
damage and to carry out a repair may be considered
substandard care.® Obstetric perineal lacerations are
classified as first to fourth degree according to Sultan
and as adopted by the Internal Consultation on
Incontinence and the RCOG. °® If the tear involves only
anal mucosa with intact anal sphincter complex, it is
referred to as bottom-hole tear and is documented
separately. Severe perineal tears (3" and 4™ degree)
involving the anal sphincter complex and/or the anal
epithelium (obstetric anal sphincter injury) are
identified in 0.6-9.0% of vaginal deliveries where
medio-lateral episiotomy is performed.” Spontaneous
perineal lacerations may occur on the perineum in the
absence of an adequate passage. Some of the risk
factors for Obstetric perineal lacerations are fetal
macrosomia,  malposition,  shoulder  dystocia,
nulliparity, induction of labor, epidural analgesic,
instrumental delivery especially forceps and midline
episiotomy, malformation of the fetus, a rigid
perineum or a combination of these factors. Most of
the risk factors can not readily be used to prevent or
predict the occurrence of a third and fourth degree
tear.’The sequelae of obstetric lacerations and
episiotomy include dyspareunia, chronic perineal pain,
urinary incontinence and fecal incontinence.® * The
occurrence of perineal lacerations among women may
present severe risks to the mother especially among
primigravida and women with identifiable risk factors
and predispose the woman to short term pain,
hemorrhage and possible sepsis, with some
developing other long term complications. Although
episiotomy may be used to prevent perineal
lacerations and its complications, they are difficult to
predict/ prevent. The presence of risk factors may lead
to anticipation and possible intervention in order to
prevent lacerations and other complications which can
severely affect the quality of life of a woman. With
paucity of data on these in our environment, our
objective in this study was to determine the
prevalence of episiotomy and perineal lacerations and
the associated risks factors at BSUTH, Makurdi,
Nigeria.

Prevalence Of Episiotomy And Perineal Lacerations

Materials and Methods

Study area

Benue State University Teaching Hospital (BSUTH)
is a tertiary care health facility located in Makurdi,
North Central Nigeria. The city also hosts a Federal
Medical Centre (FMC), and General Hospital,
Makurdi both renowned health facilities including
many other Missionary and private hospitals. These
are geared towards meeting the delivery needs of the
population. This study was carried out at the
Obstetrics unit of the Benue State University Teaching
Hospital, Makurdi, Nigeria from January 2013 to
December, 2015. During the study period, there were
636 vaginal deliveries recorded and 94 caesarean
sections.

Methodology

This was a retrospective review of 636 women who
delivered vaginally at the obstetric unit of BSUTH.
The birth register at the hospital was used to identify
all cases of vaginal delivery with episiotomy and
perineal lacerations in the study period. All vaginal
deliveries including breach and multifetal births were
included in the study. The study was a retrospective
file review of cases with information extracted from
the folders and transferred onto a proforma data sheet.
Subjects who had incomplete records were excluded
from the study. Ethical approval was obtained from
the relevant hospital committee. Information on
episiotomies and perineal lacerations at birth, parity,
booking status and fetal weight were analyzed by
univariate and multivariate tests using SPSS version
22 statistical package.

Results

The age range of the parturients in the study
population was 16 to 44 years old with a mean of 28.1
(SD= + 4.8 years). There were 3.3% primigravidae
with 29.2% parity one and 25.5% para two. There
were 14.3% grand multiparous women with the mean
parity at 2.62 (SD= £ 1.83).The fetal weight ranged
from 0.3k to a maximum of 5.4kg with a mean of
3.1kg (SD= % 0.767. Most babies weighed between
3.0 — 3.4kg (Table 1).
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Table 1: Socio-demographic characteristics of Mother and Fetus (n=636)

Variable Frequency Percent
Age of Mother (Years)
<20 37 5.8
21-25 143 225
26 - 30 293 46.1
31-35 120 18.9
36 - 40 38 6.0
>41 5 0.8
Mean Age 28.1 years (SD = + 4.8 ) years
Parity
Nulliparous 21 3.3
Paral 186 29.2
Para2 161 25.3
Para 3 100 15.7
Para 4 7 12.1
Para 5 and above 91 14.3
Mean parity 2.62 ( SD +1.83)
Booking status
Unbooked 113 17.8
Booked 523 82.2
HIV status
Non-Reactive 555 87.3
Reactive 81 12.7
Fetal weight
<2.4 84 13.2
2.5-2.9 97 15.3
3.0-34 227 35.7
3.5-3.9 175 27.5
>4.0 53 8.3
Mean fetal weight:  3.10 (+ 0.757)Kg
Table 2: Maternal and fetal socio-demographic characteristics by maternal perennial status at delivery
Maternal/fetal Factors Perennial status at delivery Likelihood Df P-value
Ratio
1%tear 2°tear 3 tear
Intact Episiotomy
Maternal Age (Years) n (%) n (%) n (%) n (%) n (%) Total
<20 19(51.4) 2(5.4) 4(10.8) 1(2.7) 11(29.7) 37
21-25 81(56.6) 18(12.6) 4(2.8) 0(0.0) 40(28.0) 143
26-30 191(65.2) 29(9.9) 10(3.4) 0(0.0) 63(21.5) 293
31-35 93(77.5) 10(8.3) 1(0.8) 0(0.0) 16(13.3) 120
36-40 32(84.2) 4(10.5) 0(0.0) 0(0.0) 2(5.3) 38
>41 3(60.0) 2(40.0) 0(0.0) 0(0.0) 0(0.0) 5
Subtotal 419(65.9) 65(10.2) 20(3.1) 1(0.2) 132(20.8) 636 43.237 20 0.001
Parity
Nulliparous 12(57.1) 2(9.5) 0(0.0) 0(0.0) 7(33.3) 21
Para 1 90(48.4) 21(11.3) 8(4.3) 1(0.5) 66(35.5) 186
Para 2 106(65.8) 17(10.6) 5(3.1) 0(0.0) 33(20.5) 161
Para 3 77(77.0) 9(9.0) 3(3.0) 0(0.0) 11(11.0) 100
Para 4 66(85.7) 5(6.5) 2(2.6) 0(0.0) 4(5.2) 77
Para 5and above 68(74.7) 11(12.1) 1(1.1) 0(0.0) 11(12.1) 91
Subtotal 419(65.9) 65(10.2) 20(3.1) 1(0.2) 132(20.8) 636 64.472 20 0.000
Booking
Unbooked 88(77.9) 6(5.3) 3(2.7) 0(0.0) 16(14.2) 113
Booked 331(63.3) 59(11.3) 16(3.1) 1(0.2) 116(22.2) 523
Subtotal 419(65.9) 65(10.2) 20(3.1) 1(0.2) 132(20.8) 636 10.281 4 0.036
Fetal weight
2.4 64(83.1) 6(7.8) 0(0.0) 0(0.0) 7(9.1) 77
2.5-2.9 57(62.6) 5(5.5) 3(3.3) 0(0.0) 26(28.6) 91
3.0-34 137(62.6) 23(10.5) 8(3.7) 1(0.5) 50(22.8) 219
35-3.9 109(63.4) 20(11.6) 6(3.5) 0(0.0) 37(21.5) 172
>4.0 51(68.0) 11(14.7) 2(2.7) 0(0.0) 11(14.7) 75
Subtotal 418(65.9) 65(10.3) 20(3.2) 1(0.2) 131(20.7) 634 26.433 16 0.048

The relationship between the maternal age, the parity, booking status, fetal weight and the outcome (perennial tear) were statistically significant (p<0.05).
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Figure 1: Distribution of perennial tear/ episiotomy during delivery

During the study period, 636 had vaginal deliveries
out of a total of 730 (94 caesarean section) deliveries
at the facility. Of the total vaginal deliveries,
85(13.4%) had lacerations, with 65 (10.2%) first
degree tears and 19(3.0%) second degree lacerations.
Only 1 (0.2%) had a third degree laceration. There
were 4(0.63%) cases of instrumental deliveries found
(3 Vacuums and 1 Forceps). All the 3 Vacuum
assisted births experienced perineal trauma with 2 first
degree lacerations and one episiotomy, while the only
forceps delivery had episiotomy. There were
132(20.8%) of the parturients delivering at the facility
who had episiotomy (fig.1). Most of the women
(74.4%) in this study were 30 years and below. The
highest number 69(10.8%) of perineal lacerations
were seen in the lower age group (<30years) and in
the parity 0-2. The frequency of lacerations increased
with increasing fetal weight. The only major
laceration (third degree) in this study was seen in this
age group in a booked woman with parity 1. A similar
observation was noted with respect to episiotomies.
The episiotomy rate in this study was 20.8%. This rate
however, decreased with parity. The relationship
between the maternal age, parity, booking status, fetal
weight and perineal status at delivery was statistically
significant (P< 0.05) (Table 2).

Discussion

Perineal trauma during childbirth is very common,
occurring in about 40% of women during their first
birth and about 20% in subsequent births.> In this
study, only 2(9.5%) women had minor first degree
lacerations while 7(33.3%) had episiotomy in their
first child birth. Obstetrics perineal lacerations are an
unavoidable part of vaginal birth and episiotomy as
one of the most common surgical procedures in
obstetrics is aimed at preventing them. Although
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episiotomy rate varies from region to region
worldwide, it is said to be on the decline in the
developed countries but remains high in the
developing countries. The episiotomy rate found in
this study was 20.8% which is about one in every five
pregnant women and this is more than the World
Health Organization recommended rate of 10%."It is
however lower than the reported frequency of 34.3%
in Ogbomosho® in 2012, 35.6% in Zaria™ in 2003,
39.1% in Port Harcourt” in 2000, Abia 45%" in
2005, Benin 46.6%™ in 1998 and Lagos 54.9%" all in
Nigeria. It is also much lower than the 36.4% in Cape
Town, South Africa and some other African
countries.®*" In England the rate of episiotomy fell
from over half in 1980 to 37% in 1985, and to 20% in
1995."® Our result compares favorably with this and
may reflect the falling trend due to the advocacy and
practice of selective episiotomy worldwide for
parturients. The rate of episiotomy was highest among
the lower age and parity groups of < 20 to 30 years
and primigravida up to parity of 2 respectively (Table
2).This is consistent with the finding of a higher risk
of 74% for episiotomy among adolescents™ as a result
of their tense muscular tone than their older
counterparts leading to a higher likelihood for
episiotomy. Threat also increased with the infant birth
weight. The booked patients had a significantly higher
incidence of episiotomy compared with the unbooked
mothers (P< 0.036). This may be due to the desire of
the attending personnel to protect the perineum and
curb/prevent tears. The procedure should be
performed selectively where its absence will result in
perineal tear. It has therefore been suggested that the
ideal episiotomy rate should be 20-30%.%

On the other hand, frequency of spontaneous
laceration in this study was 13.4% made up of 10.29%
first degree, 3% second degree and only 1 (0.2%) third
degree (severe) lacerations, bringing the combined
(episiotomy plus lacerations) incidence of perineal
trauma to 34%. This is comparable to other studies
which have shown that about one in three women
sustain spontaneous laceration in the first childbirth.*®
! The 0.2% third degree perineal tears identified is
however much less than 0.6-0.9% third and fourth
degree tears reported in the literature.® %

The spontaneous laceration rate seen in this study is
higher than the 6.9% spontaneous lacerations
observed by Sayiner et al in Eskisehir, Turkey.” Only
one case (0.2%) of severe (third degree) perineal tear
was identified in this study compared with the 0.6-
0.9% reported by other authors,® * which may involve
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the anal sphincter complex and/or the anal epithelium
even in the presence of mediolateral episiotomy. A
lower risk of third-degree tear has been found to be
associated with a larger angle from the middle of
mediolateral episiotomy of up to 50% reduction for
every 6 degrees cut away from the perineal midline.?
The trend of spontaneous lacerations followed that of
episiotomy by maternal age, parity, booking status and
fetal weight.

On the problems of spontaneous lacerations and
episiotomy, a retrospective cross-sectional survey of 5
women 12 months after vaginal childbirth found no
statistically significant differences in the levels of
urinary incontinence and other pelvic floor symptoms
in women with an episiotomy and those with first- or
second degree perineal trauma and concluded that
women with episiotomy have similar perineal
morbidity to those with spontaneous laceration.”
Although this study did not look at these morbidities
after episiotomy and perineal trauma, we are in
agreement with the conclusion of the above study due
to the similarities in the demographic characteristics
of the parturients.

It is obvious from this study that the rates of
episiotomy (20.8%) and perineal laceration (13.4%) in
our center are comparatively low. This may be as a
result of the policy of selective use of episiotomy and
the early identification of high risk women with fetal
macrosomia, malposition, especially persistent
occipito-posterior position (as it presents a larger
diameter during delivery and is associated with
perineal and sphincter injuries) and other conditions.
The use of epidural analgesia and destructive vagina
procedures as possible risks for episiotomy and
perineal tear are a rare occurrence at our center, and
therefore did not contribute to the problem under
review. The low volume of vaginal deliveries (636) in
the 3 years period is in consonance with the presence
of many primary, secondary and one other tertiary
level hospitals in close proximity to our center where
some of the cases may have presented. Furthermore,
the delivery of some of the women by nurses and
junior level doctors may have produced some
inconsistencies in assessment and classification of
perineal lacerations seen including those who needed
episiotomy.

It was observed during the study that the HIV rate was
81 (12.7%). These may have contributed to lowering
the episiotomy rate in the hospital because of the
National policy against the use of this method among
HIV positive patients in order to reduce the rate of

vertical transmission associated with episiotomies. On
the other hand, the presence of spontaneous perineal
lacerations among HIV positive patients was not
included due to the paucity of information available in
the records. Other factors that affect the rate of
episiotomy and contribute to obstetric perineal
lacerations such as gestational age, assisted delivery
(forceps & vacuum), use of routine oxytocin, shoulder
dystocia, BM1, prolonged second stage of labor and
multifetal pregnancy were not evaluated due to the
retrospective nature of this study.

It is recommended that tears should be repaired in
theatre (level IV evidence), where there is access to
good lighting, appropriate equipment and aseptic
condition with the use of general or regional
anesthesia for muscle relaxation especially to retrieve
the muscle ends.’ This recommendation may be
directed mainly at patients with major lacerations.

The use of antibiotics, analgesia and most experienced
surgeons and the administration of and use of
laxatives should be encouraged among women who
have undergone a repair especially that involving
major degree tears. The use of inexperience staff may
contribute to maternal morbidity especially anal
incontinence and fistula formation. Therefore all
women who have suffered obstetric perineal injury
should be counseled at booking and those with
symptoms or abnormal anorectic manometric or
endoanal ultrasonographic features may be offered
elective Caesarean section®® as repeat vaginal delivery
may worsen symptoms. A previous successful
secondary sphincter repair, as opposed to a successful
primary repair, should be managed with a pre-labor
caesarean section.’’ There is however, no clear
evidence as to the mode of delivery in asymptomatic
women.

The perineum of all women should therefore, be
supported during the delivery of the fetal head &
shoulder since perineal lacerations occur most
commonly during this time. While attempts should be
made towards the recognition of risk factors in the
mother (precipitate labor, narrow introitus and rigid
perineum), fetus (macrosomia, malposition &
malformation) and the prevention of iatrogenic
obstetric factors such as extension of episiotomy,
posterior episiotomy, uncontrolled labor and assisted
vaginal delivery.
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Conclusion

Information from this study suggests that the relative
rate of perineal trauma at birth among women is
falling, and the rate of episiotomy and major obstetric
perineal lacerations (especially third and fourth
degree) in our institution is low compared to other
centers in our region. The major risk factors are low
parity, low maternal age, and increasing fetal birth
weight.

Although episiotomy and spontaneous lacerations may
be difficult to predict with certainty especially during
the antenatal period and even intrapartum, the
presence of risk factors should be an early warning
sign to the obstetrician/midwife. This will ensure early
anticipation and prompt intervention towards the
selective use of episiotomies and the prevention of
major lacerations that are likely to affect the quality of
life of women.
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