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INTRODUCTION 

Perineal lesions can occur spontaneously during vaginal 

delivery in women with fast or induced labor. There are 

several classifications for perineal obstetric lesions, but 

the Anglo-Saxon classification, the most used, 

distinguishes four degrees of increasing severity.1 In the 

first degree, the tear affects the perineal skin only. In the 

second degree, the tear affects the perineal muscles but 

spares the anal sphincter. The third degree corresponds to 

a tear associating a rupture of the external sphincter of the 

anus to one or more simple perineal tears. Finally, in the 

fourth degree, the anterior anorectal wall is broken 

creating a cloaca between the vagina and the rectum. The 

first two degrees are considered benign lesions, the third 

degree is described as a complete perineal lesion and the 

fourth stage is a complete complicated perineal lesion.2-4 

Perineal lesions of the 3rd and 4th degree is a concern for 

obstetricians because of the harmful consequences they 

may cause in the medium and long term on the health and 

quality of life of women. According to the literature, they 

are responsible for anal incontinence (gas, liquid and 

solid), defecatory emergencies, dyspareunia, lubrication 

disorders and psychological repercussions.3 The 

systematic review of the different aspects of women's 

long-term sexual lives after maternal obstetric morbidity, 

all causes combined, shows a higher prevalence of 

dyspareunia in these patients compared to women who 

did not experience significant morbidity at delivery.5 
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Urinary and fecal incontinence reduce quality of life and 

may lead to increased health care costs and medical 

interventions.3,6 Obstetric anal sphincter injury (OASI) is 

one of the most severe obstetrical complications and can 

occur in up to 5.9% of vaginal deliveries.7 It is the major 

cause of anal incontinence in young women and also a 

cause of major morbidity post-partum, both at short and 

long term, with a positive correlation with bladder, bowel 

and sexual dysfunction.7,8 Regardless of the type of 

delivery, anal incontinence occurs in a surprisingly large 

number of middle aged women.9 Pelvic floor disorders 

(PFD) cover a spectrum of conditions, including pelvic 

organ prolapse (POP), urinary (UI) and fecal 

incontinence (FI). Vaginal birth is considered the leading 

risk factor.10,11 

The prevalence of severe perineal lesions varies across 

countries, obstetric practices, diagnostic means, and 

practitioner experience.4,12 According to the studies, their 

prevalence varies between 0.6 and 20%.13,14 These 

prevalence’s would be higher if occult lesions are taken 

into account. They would thus be 35% in nulliparous and 

40% in multiparous.4 Several factors are considered to be 

associated with a high risk of severe perineal tears during 

vaginal delivery. These are primiparity, instrumental 

delivery, episiotomy, occipito-posterior presentation, 

induction of labor, a fetus weighing more than 4000g, 

and so on.4,15 

But in Africa, literature is still very poor on perineal 

lesions.16-20 This study was therefore conducted with the 

following objectives: to determine the prevalence of post-

delivery perineal lesions in a communal hospital in 

Guinea-Conakry, to describe the clinical and progressive 

characteristics of these perineal lesions as well as the 

socio-demographic characteristics of parturient.  

METHODS 

The framework of the study was the gynecology and 

obstetrics unit of the Ratoma Communal Medical Center 

(CMC), Conakry Prefecture, which has 5 CMCs. It is a 

level II public health facility in the country's health 

pyramid under its responsibility for urban health centers 

and a medical staff composed of: hospital practitioners; 

medical students, nurse anesthetists; State midwives and 

nurses; health aides and room girls. 

Type of study 

This was a cross-sectional study that covered the period 

from March 1 to 31 August 2014 that is six months in the 

gynecology department of the Ratoma CMC. 

Study population and sampling 

The study population consisted of women who gave birth 

in the gynecology and obstetrics department of the 

Ratoma CMC during the study period. All women who 

had a single delivery with perineal tear regardless of 

degree were included in the sample. Multiple deliveries 

and cesarean deliveries have been ruled out. 

Study variables 

All tears of the perineum were divided according to the 

Anglo-Saxon classification.1 Sociodemographic variables 

included age grouped into two categories (under 20 and 

20 and over), marital status (married versus single), 

occupation (housewives, student and employed) and 

parity (primiparous versus multiparas). Clinical features 

included history of genital mutilation, duration of 

expulsion (less than 30 minutes and up to 30 minutes and 

above), condition of the perineum (perineal scar versus 

non-scar) and use of obstetric maneuvers. Newborn 

variables included birth weight (less than 2500 g, 2500-

3999 g and 4000 g and above) and head circumference 

(less than 33 cm and 33 cm and above). 

Data collection and analysis 

Data was collected from delivery records, patient medical 

records, hospital records and by interviewing patients. A 

questionnaire was used for the collection, then the data 

was entered on Epi info 3.5.1 and analyzed. The results 

were presented in figures and tables. 

Ethical considerations 

The study was approved by health officials at the Ratoma 

CMC. Verbal consent was obtained from the participants 

and the cards were anonymous.  

RESULTS 

Prevalence of perineal lesions 

A total of 1012 single vaginal deliveries were performed 

at the Ratoma CMC between March 1st and August 31st, 

2014. Of these, 58 presented post-obstetric trauma, a 

prevalence of 5.7%. The 58 perineal lesions were divided 

into 30 (51.7%), 25 (43.1%) and 3 (5.2%) lesions of the 

1st, 2nd and 3rd degree respectively. The specific 

prevalence were therefore 5.4% (n = 55) and 0.3% (n = 3) 

for benign perineal lesions and severe perineal lesions 

respectively. 

Table 1: Sociodemographic, clinical and neonatal 

characteristics of the sample. 

Characteristics Number (n) % 

Age group (year)   

Less than 20 years 24 41.4 

20 years and above 34 58.6 

Occupation   

Household 21 36.2 

youth/students 20 34.5 

Employees/liberal 

profession 
17 29.3 
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Characteristics Number (n) % 

Marital status   

Married 53 91.4 

single  5 8.6 

Parity   

Primiparous 31 53.4 

Multiparous 27 46.6 

History of genital mutilation  

Yes 56 96.6 

No 2 3.4 

Expulsion period   

Less than 30 minutes 32 55.2 

30 minutes and more 26 44.8 

State of the perineum  

Perineum scar 35 60.3 

Perineum without scar 23 39.7 

Obstetric maneuver   

Yes 17 29.3 

No 41 70.7 

Weight of newborn   

Less than 2500 g 7 12.1 

2500-3999 g 45 77.6 

4000g and more 6 10.3 

Cranial perimeter   

Less of 33 cm 36 62.1 

33 cm and more 22 37.9 

Characteristics of the sample 

The socio-demographic, clinical, and new-born 

characteristics of the sample are shown in Table 1. All 

mothers were practically married (91.4%) or had female 

genital mutilation (96.6%). The majority was at least 20 

years old (58.6%) or primiparous (53.4%). The average 

age was 22 years (standard deviation = 7.64) with 

extremes of 15 and 39 years old. The duration of 

expulsion was less than half an hour in 55.2% of cases 

and the perineum was scar in 60.3% of cases. Obstetric 

maneuvers were used in 29.3% (n = 17) of the cases. It 

was the abdominal expression (n = 15) and the sucker (n 

= 2). In 10.3% (n = 6) of the cases, the new-born weighed 

at least 4000 g and in 37.9% (n = 22) of the cases, his 

head circumference was at least 33 cm. 

Distribution of the sample according to the degree of 

the perineal lesion 

Table 2 shows the distribution of socio-demographic, 

clinical and neonatal characteristics according to the 

degree of perineal lesions. Primiparous were predominant 

in first degree (56.7%) and third degree (66.7%) lesions, 

whereas multiparous were slightly more numerous in 

second degree (52%) lesions. Whatever the degree of 

perineal tears, new-borns from 2500 to 3999 g were the 

majority (more than two-thirds). 

 

Table 2: Sociodemographic, clinical and neonatal characteristics by severity of perineal lesions. 

Characteristics 

1st degree lesions        
(n = 30) 

Lesions of the 2nd 

degree (n = 25) 

Third degree 

lesions (n = 3) P-value 

n % n % n % 

Parity        

Primiparea 17 56.7 12 48.0 2 66.7 
0.9520 

Multiparous 13 43.3 13 52.0 1 33.3 

Weight of newborn        

Less of 2500 g 5 16.7 1 4.0 1 33.3 

0.9310 2500-3999 g 22 73.3 21 84.0 2 66.7 

4000g and more 3 10.0 3 12.0 0 0 

Cranial perimeter        

Less of 33 cm 19 63.3 15 60.0 2 66.7 
0.6275 

33 cm and more 11 36.7 10 40.0 1 33.3 

 

Evolution of perineal lesions 

In 89.7% (n = 52) of the cases, the perineal suture did not 

present complications. The complications consisted of 

three lapses, two infections and one hematoma. A single 

birth resulted in a stillbirth. 

DISCUSSION 

The purpose of this study was to determine the 

prevalence of post-delivery perineal tears, to describe 

their characteristics and those of parturient victims of 

these tears. This results show an overall prevalence of 

5.7%. Specifically, benign lesions had a prevalence of 

5.4% against 0.3% for severe lesions. 

This overall prevalence is higher than the 0.91% reported 

by Gandzien in a basic hospital in Brazzaville.21 

However, it was below the 19.2%, 9.2%, 8.1% and 15.7% 

reported respectively by Egbe et al, in a regional hospital 

in Cameroon, Fouelifack et al, at Yaoundé Central 

Hospital, Cissé et al, in a Dakar maternity ward and 
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Fouelifack et al, between 2008 and 2010 at the central 

hospital of Yaounde.16,18-20 The diagnosis of perineal tears 

depends on the available diagnostic means but also on the 

practitioner's experience. Thus, Andrews et al, showed in 

a study involving 59 patients with complete tears in the 

perineum that 87% and 24% of these tears were not 

diagnosed by midwives and physicians, respectively.22 In 

this case, some diagnoses were made by midwives or 

general practitioners and could partly explain the low 

prevalence found in this study compared to other studies 

in Africa. 

Perineal lesions were predominantly type 1 and 2. Type 3 

lesions accounted for only 5.2% of cases, whereas we did 

not record 4th degree lesions. These results are consistent 

with trends observed in studies in Africa where benign 

lesions are generally ultra-majority.16-21 The prevalence 

of severe lesions was always less than 0.5%. Higher 

prevalence of 2.95% to 9.7% were found for third- and 

fourth-degree perineal tears in Western countries.9,23,24 

An underreporting of cases related to limited diagnostic 

means could explain the low prevalence observed in sub-

Saharan Africa. 

As in other African studies on the subject, the sample was 

very young with an average age of 22 years old, even 

younger than in other studies where the average age is 

between 24 and 27 years old.16-19 Despite this youth, 

96.6% of the sample was women who had a history of 

genital mutilation. This prevalence is higher than the 

72.9% of women with genital mutilation found in 2006 in 

the main Ouagadougou hospital in Burkina Faso.25 Above 

all, it suggests that recent campaigns against female 

genital mutilation are not bearing fruit and that the 

practice remains largely ingrained in Guinea-Conakry. 

Studies have shown that genital mutilation is associated 

with a higher frequency of perineal tears during deliveries 

in this setting.25 

This high frequency of genital mutilation partly explains 

the importance (60.3%) of the cicatricial perineum in the 

sample. However, studies have shown that perineal 

scarring is a factor associated with the occurrence of 

perineal tears and this is explained by the fact that fibrous 

tissue is more fragile than healthy tissue.17 

In the short term, this result show very few complications 

such as suture release or infection. Gandzien had also 

found very few complications of the same type in the 

diaper suites in a basic hospital in Brazzaville.21 We did 

not evaluate medium and long-term complications such 

as anal incontinence, sexual disorders which are the main 

dangers of perineal tears. 

This study has several limitations. First, it was limited to 

one hospital and the results are not necessarily 

representative of what is happening in the country and 

even the capital. Then we only collected cases of perineal 

tears, which did not allow us to compare them with non-

cases to isolate associated factors. Finally, the deliveries 

were performed by practitioners of very different 

qualifications and experience, which significantly 

increases the risk of measurement errors for perineal 

tears. 

CONCLUSION 

This results show an overall prevalence of perineal tears 

of 5.7% much lower than those reported by many studies 

in sub-Saharan Africa. Regarding the types of tears, 

benign lesions predominated whereas severe lesions have 

a prevalence of only 0.3%. This shows the need to 

conduct a prospective collection with personnel trained in 

the diagnosis of perineal tears in order to establish a more 

realistic prevalence of perineal tears in this context. 

Indeed, with the high proportions of scar tissue and 

genital mutilation in this countries and the too difficult 

working conditions, it is surprising to have such low 

prevalence. 
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