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ABSTRACT 


Objective  Tostudy thirdand fourthdegreeperineal lacerationsofepisiotomyversusnon-
episiotomyinspontaneousvaginaldeliveries.

Materials and Methods  164 termsingletonpregnanciesadmitted for spontaneousvaginal
deliverieswererandomlyassignedtoepisiotomyornon-episiotomyatthetimeofdeliveries.
The primary outcome was number of third and fourth degree perineal lacerations.
Postpartumperinealpainscorewasalsoassessedat24and48hoursindifferentpositions
(stand,walk,liedownandsit).

Results 164termsingletonpregnancieswereanalyzed(82cases/group).Noneoffourth
degree lacerationwas found in this study.Thirddegree lacerationoccurred8.5% in
episiotomygroupand1.2% innon-episiotomygroup (Relative risk,8;95%confidence
interval [CI] 1.28 to50.04). Nodifference inperineal pain scoreat 24and48hours
postpartum.

Conclusion Intermpregnancieswithspontaneousvaginaldeliveries,theepisiotomygrouphad
moreriskofthirddegreeperineallacerationthannon-episiotomygroupwithnodifferencein
pain.


Keywords: episiotomy, third and fourth degree perineal laceration, term pregnancies,

spontaneousvaginaldeliveries


Introduction 
 Episiotomy was first suggested by Ould in
1742asanaid indifficultvaginaldeliveries.  Itwas
notuseduntil 1920, followingarticlespublishedby
DeLeeandPomeroy,thattheroutineuseofepisiotomy
becamewidespread.Preventionofsevereperineal

tears was advocated as a benefit of routine
episiotomy in primiparous women, who were at
increased risk for third- and fourth-degree
lacerations.These injuriesmighthaveshort-and
long-term sequelae, such as perineal pain,
dyspareunia, incontinence of gas or feces, and
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rectovaginalfistula.(1)

 Thacker and Banta’s in 1983 reviewed of
episiotomyliteraturefrom1860through1980,which
foundonlyfewgoodstudiesandnoevidenceofany
benefits, sparked further investigation.(2) Multiple
studies during this period demonstrated that the
routineuseof episiotomydidnot protect against
pelvic relaxationor fetal intracranial hemorrhage.
Episiotomy, actually increased rates of perineal
infection,blood loss,painduringhealing,negatively
affectedbodyimageissuesandsexualfunction,and
incidence of injuries to the anal sphincter which
subsequent increasedrisksof incontinenceof flatus
and fecal material.(3)  In addition, the American
CollegeofObstetriciansandGynecologists,2006
suggested that restricted use of episiotomy is
preferable to routine use of episiotomy.(4)  World
Health Organization suggested that episiotomy
shouldbeconsideredonlyinthecaseofcomplicated
vaginaldelivery(breech,shoulderdystocia, forceps,
vacuum), scarring from female genital cutting or
poorlyhealed thirdor fourthdegree tearsand fetal
distress.(5)

 BansalRK,etal. found thatbetween1976-
1994, theuseofepisiotomydecreasedsignificantly
andthischangewasassociatedwithafallintherate
of thirdand fourthdegree lacerationsanda rise in
therateofintactperineumandvaginallacerations.(6)
Thiscametoourresearchquestion“Wouldwegain
anybenefits from the routineepisiotomy?”,so this
studywasconductedtocomparetheresultbetween
episiotomyandnonepisiotomy in termof thirdand
fourthdegreeperineallacerations.

Materials and Methods 
 After approved by the Institutional Review
BoardofRoyalThaiArmyMedicalDepartment,a
randomizedcontrolled trialstudywasperformedby
comparing control group which referred to non-
episiotomy and study group which referred to
episiotomy.The trial tookplaceat labor roomof
PhramongkutklaoHospitalbetweenMay–August
2007.  One hundred sixty-four singleton term
pregnantwomenwithoutunderlyingmedicalorany

pregnancy-relatedcomplicationswhowere in labor
andspontaneousvaginaldeliverywithoutsignsof
chorioamnionitiswererecruited inthisstudy.Those
womenwhohadknownallergy to localanesthetic
agents, underwent epidural anesthesia, those
refusedtoparticipateinthetrialwereexcluded.After
informed consent, every pregnant woman was
randomly assigned either to episiotomy or non-
episiotomygroupswhen they intended todeliver
vaginally.  During intrapartum period, the same
standardobstetricalmanagementswereprovided in
bothgroups.Theywentoneither toepisiotomyor
non-episiotomywhentheyimpendingtospontaneous
vaginaldelivery.Afterdeliveries,theoutcomeswere
assessedby4doctorswhotrainedaboutthedegree
ofperineallacerations.
 Primaryoutcomewas theproportionof third
and fourth degree perineal lacerations among
episiotomyandnon-episiotomygroups.Severityof
perineal traumawasclassified inaccordancewith
the tissuebeing involved;1stdegree involved the
fourchette, perineal skin and vaginal mucous
membrane, 2nd degree involved the fascia and
musclesof theperinealbody,3rddegree involved
anal sphincter, and4th degree involved the rectal
mucosa.(7)Perinealpainscorewasassessedasthe
secondaryoutcomeat24and48hourspostpartum
invariouspositions includingstand,walk, liedown
andsit.Thepatientsusedthenumericalratingscale
toassess theirperinealpain from0-5(0=nopain,
1=pains littlebit,2=pains littlemore,3=pains
evermore,4=painswholelot,5=painsworst)
 Thedatawasanalyzedbystatisticssoftware
programSPSSversion14.0. Descriptivedatawere
reportedas frequency,percentage,mean,median,
standarddeviation (S.D.) For the comparisonof
result,Student t-test,Pearson’schi-Square,Mann-
WhitneyU testwereused.Ap-valueof less than
0.05wasconsideredstatisticallysignificantdifference.

Results 
 Therewere164women randomlyallocated
equally intoepisiotomygroupandnon-episiotomy
group.Nopatientwasexcludedduringthepresent



VOL. 16, NO. 4, OCTOBER 2008 201Supadech C et al.  Third and fourth degree perineal lacerations of episiotomy 
versus non-episiotomy in spontaneous vaginal deliveries at 

Phramongkutklao Hospital

study.Thebaselinecharacteristics includedmean
age,weight,height,andgestationalage,weresimilar
in both groups. By chance, more nullipara were
found in episiotomy group (66.7% compared to
33.3% in non-episiotomy group) and this was
statistically significant different (p-value < 0.05)
(Table 1).  Duration of first stage of labor, fetal
weight,1-and5-minuteAPGARscoreswerenearly
thesameinbothgroups,evenp-valuewaslessthan
0.05 for 5-minuteAPGAR scores, but it was no
clinicallysignificant. Durationof secondstageof
laborwas41.62±31.61min. inepisiotomygroup
whichwasmuch longer than the timeused innon-
episiotomygroup(26.72±27.28min.)withp-value
<0.05.Majorityofattendingpersonnelweremedical
cadetsandresidents inbothgroups,while the rest
werearmynursestudentsandnurses.Thisdata
wasnotstatisticallysignificantdifferentasshownon
Table2.
 Table3revealeddegreeofperineallaceration.
None of fourth degree laceration was found.
Interestingly, thirddegree lacerationoccur7cases
(8.5%)inepisiotomygroup[2in22casesofmedian
(9.1%),5 in60cases(8.3%)ofmediolateral type ]
andonly1case (1.2%) innon-episiotomygroup.
This shown statistically significant difference at
p-value<0.001.The relative riskofhaving third
degreeperineallacerationinepisiotomygroupwas8
timescomparedwith thenon-episiotomygroupwith
95%confidenceintervalof1.28to50.04.
 Perinealpainscoreat24-hoursand48-hours
postpartumwerethesameinbothgroupswhatever
theposition theywere(Table4). Analgesicagents
used were not statistically significant different
between both groups.  There were 3 women in
episiotomygroupand1woman innon-episiotomy
groupgettingpethidineinjection.(Table5).

Discussion 
 Weusedthethirdandforthdegreelacerations
astheprimaryoutcomesincetheywereconsidered
asthemoreseverelacerations.Inaddition,thirdand
fourthdegreeperineallacerationcouldbeeasilyand
preciselyidentifiedbygrossanatomy.Morenullipara

was statistically significant found in episiotomy
groupthaninnon-episiotomygroup.Thisdifference
could occur by chance even randomization was
conducted.Thedurationofsecondstageoflaborin
episiotomygroupwas longer thannon-episiotomy
group and this could be explained by the higher
number of nullipara found in the former group.
Attending personnel (medical cadet students,
residents,armynursestudentsandnurses)were
evenlydistributedbetween2groups.
 Innon-episiotomygroup,8.5%stillhad intact
perineumafterdeliveries,andnofourthdegreetear
occurredwhichmightbe theeffectofsmallsample
size.Moreover,non-episiotomygrouphad8-folds
reduction riskof thirddegreeperineal lacerations
comparedwith episiotomygroup. LabrecqueM.
(1997) revealedsimilar result that thirdand forth
degree tears took place more frequently when
episiotomywasperformed.(1) Contrary, LamKW
(2006)reviewedtheuseofepisiotomyduringvaginal
deliveryinHongKong,andreportedthesignificantly
loweroverall rateofperineal tearing inprimiparous
womenwhohadepisiotomy.(8)Thedifferentbetween
Lam’sstudyand thepresentstudymaybedue to
Lam’sstudywasobservational study.Regarding
very fewcasesof thirddegreeperineal laceration,
wecouldnotcompare thedegreeof tearbetween
thestudyandcontrolgroupsubdividedby typesof
episiotomy (median, mediolateral).  Our result
showed thatpostpartumperinealpainscoreat24
and48hourswerethesameinbothgroupswhatever
theposition theywere in. Thisprobablydue to the
low rateof severe perineal tear detected in both
groups.
 Experience from this study guided us to
suggest thatepisiotomyshouldnotbeperformed
routinelybutmightbeselectivelyonly incaseswith
appropriate indicationssuchascomplicatedvaginal
delivery (breech, shoulder dystocia, forceps,
vacuum), scarring from female genital cutting or
poorlyhealedthirdor fourthdegreetearsaswellas
fetaldistress. InaccordancewithThailandhealth
policy, theapplicationof theknowledgewegained
fromthisstudycouldsave thebudgets formedical
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treatmentsuchasreducecourseofsterilizingsuture
instruments. However, long termsequelaeof this

proceduremustbefollowedup.

Table 1.Demographiccharacteristicsofwomenwhohadordidnothaveepisiotomy.


Characteristics Episiotomy
n = 82

Non-episiotomy
n = 82 p-value

Maternalage,yr;mean(+SD) 28.27(+6.38) 27.57(+5.36) 0.451

Maternalweight,kg;mean(+SD) 68.12(+9.70) 66.74(+10.70) 0.389

Maternalheight,cm;mean(+SD) 157.87(+6.20) 158.18(+5.25) 0.725

Maternalgestationalage,wk;mean(+SD) 38.70(+1.21) 38.88(+1.20) 0.306

Parity
Nulliparous(n=78) 52(66.7%) 26(33.3%)

<0.001*Multiparous(n=86) 30(34.9%) 56(65.1%)

Durationofstageoflabor(min,mean+SD)
1ststageoflabor 626.93(+399.71) 475.78(+305.48) 0.010*

2ndstageoflabor 41.62(+31.61) 26.72(+27.28) <0.001*

Birthweight(g.) 3064.76(+359.78) 3121.59(+412.01) 0.348

1minuteAPGARscore
[mean(range)] 9(5–10) 9(6–10) 0.207

5minuteAPGARscore
[mean(range)] 10(8–10) 10(7–10) 0.022*

*Statisticalsignificant


Table 2.Characteristicsofattendingpersonnel.


Attending personnel Episiotomy
(%)

Non-episiotomy
(%) p-value

Medcadet,n=68 37(54.4) 31(45.6)

0.134*Resident,n=60 33(55.0) 27(45.0)

Nursearmystudent,n=15 6(40.0) 9(60.0)

Nurse,n=21 6(28.6) 15(71.4)
*PearsonChi-Square
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Table 3.Degreesofperineallaceration.


Degrees of perineal laceration
Episiotomy

Non-episiotomy
n = 82 (%) p-valueMedian

n = 22 (%)
Mediolateral

n = 60 (%)
Perinealintact 0 0 7(8.5)

<0.001*

1stdegree 0 0 31(37.8)

2nddegree 20(90.9) 55(91.7) 43(52.4)

3rddegree 2(9.1) 5(8.3) 1(1.2)

4thdegree 0 0 0

*PearsonChi-Square


Table 4.Comparativeperinealpainscoreat24and48hoursbetweenepisiotomyandnon-episiotomygroups.


Positions
Postpartum perineal pain score (0 – 5)

p-value
Episiotomy, n = 82 Non-episiotomy, n = 82

At24hours
Stand 2(0–5) 2(0–5) 0.892+

Walk 3(0–5) 3(0–5) 0.143+

Lie–down 2(0–5) 2(0–5) 0.465+

Sit 3(0–5) 2(0–5) 0.100+

At48hours
Stand 2(0–4) 2(0–5) 0.388+

Walk 2(0–4) 2(0–4) 0.019+

Lie–down 1(0–4) 1(0–3) 0.140+

Sit 2(0–4) 2(0–4) 0.278+

+Mann-WhitneyUtest
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Table 5.Comparativeanalgesicagentsthatthepatientsusedbetweenepisiotomyandnon-episiotomygroups.


Analgesic agents uses Episiotomy
(%)

Non-episiotomy
(%) p-value

Paracetamol(n=84) 43(51.2) 41(48.8)

0.533*Pethidine(n=4) 3(75.0) 1(25.0)

Nouse(n=76) 36(47.4) 40(52.6)
*PearsonChi-Square
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การเปรียบเทียบการฉีกขาดของฝีเย็บระดับสามและสี่ ระหว่างมารดาที่ได้รับการตัดฝีเย็บและมารดา

ที่ไม่ได้รับการตัดฝีเย็บระหว่างการคลอดที่โรงพยาบาลพระมงกุฎเกล้า 
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วัตถุประสงค์ :  เพื่อศึกษาเปรียบเทียบการฉีกขาดของฝีเย็บระดับสามและระดับสี่ ระหว่างมารดาที่ไม่ได้รับการตัดฝีเย็บและมารดาที่

ได้รับการตัดฝีเย็บจากการคลอดปกติ 

วัสดุและวิธีการ :  สตรีตั้งครรภ์เดี่ยวครบกำหนด จำนวน 164 คน และรับไว้ในโรงพยาบาลเพื่อคลอดทางช่องคลอด โดยแบ่งกลุ่ม

แบบสุ่มเป็น 2 กลุ่มเท่าๆ กัน โดยเป็นกลุ่มที่ได้รับการตัดฝีเย็บและไม่ตัดฝีเย็บระหว่างการคลอด จากนั้นทำการประเมินอุบัติการณ์ 

ระดับความรุนแรงของการฉีกขาดของฝีเย็บระดับสามและสี่ และความเจ็บปวดบริเวณฝีเย็บที่เวลา 24 และ 48 ชั่วโมงหลังคลอดในท่า 

ยืน, เดิน, นอน และ นั่ง 

ผลการศึกษา :  สตรีตั้งครรภ์เดี่ยวครบกำหนดที่นำมาศึกษา จำนวน 164 คน (82 คน/กลุ่ม) ไม่พบการฉีกขาดของฝีเย็บระดับสี่ กลุ่มที่

ตัดฝีเย็บพบการฉีกขาดระดับที่สามร้อยละ 8.5 และกลุ่มที่ไม่ตัดฝีเย็บ พบร้อยละ 1.2  (Relative risk, 8; 95% confidence interval 

[CI] 1.28 to 50.04) ส่วนความเจ็บปวดบริเวณฝีเย็บหลังคลอด 24 และ 48 ชั่วโมง พบไม่แตกต่างกัน 

สรุป :  การตัดฝีเย็บในการคลอดปกติของสตรีตั้งครรภ์ครบกำหนดมีโอกาสเกิดการฉีกขาดของฝีเย็บระดับสามได้มากกว่าการไม่ตัด

ฝีเย็บ แต่ความเจ็บปวดของแผลไม่แตกต่างกัน



