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INTRODUCTION 

Episiotomy is a common practice for all women 

delivering for the first time. The reason for its popularity 

included substitution of a straight surgical incision, which 

was easier to repair, for the ragged laceration that might 

result in its absence. Episiotomy, incision of the perineum 

at the time of vaginal childbirth, is a common surgical 

procedure experienced by women.1 The rationale for 

routine prophylactic episiotomy is to protect the pelvic 

floor, thereby minimizing the risk of urinary incontinence 

and pelvic floor dysfunction.  

The first mention in the literature of an incision in the 

perineum to facilitate difficult delivery was by a Dublin 

midwife, Sir Fielding Ould (1710-1789) in 1942.2 In 

1799, Michaelis first recommended midline incisions in 
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ABSTRACT 

Background: Episiotomy is the surgical enlargement of the vaginal orifice by an incision on the perineum during the 

last part of the second stage of labour or delivery. Episiotomy, incision of the perineum at the time of vaginal 

childbirth, is a common surgical procedure experienced by women. This study is done to compare use of restrictive 

episiotomy and routine episiotomy in primigravidae undergoing vaginal birth. 

Methods: This is a prospective cohort study designed to analyse the outcome of the restrictive use of episiotomy in 

comparison to routine use of episiotomy. Total 100 primigravidae women reporting to labour room in spontaneous 

labour/induction of labour were included and two cohorts were formed. Both the cohorts were evaluated during 

labour, immediate postpartum period and first postnatal day and data was tabulated and analysed. 

Results: Vaginal and paraurethral tears were noted in 14% primigravidae in the routine episiotomy group and 22.22% 

in the restrictive episiotomy group with no statistically significant association. Number of cases sustaining perineal 

tear in restrictive group was 15.55% and extension of episiotomy in the routine group was 26% with no statistically 

significant association. Requirement of suturing was far less in restrictive group (20%) as compared to routine group 

(100%), as 64.45% of the patients in restrictive group delivered with an intact perineum. The restrictive use of 

episiotomy does not prolong the second stage of labour and has requirement of significantly less pain relief compared 

to the routine group. Complication rate was higher in the routine group and perineal laceration and pain severity, was 

less in restrictive episiotomy group. However, neonatal complications were similar in the two groups. 

Conclusions: This study identified fair to good evidence suggesting that immediate outcomes following routine use 

of episiotomy are no better than those of restrictive use. Indeed, routine use is harmful to the degree that some 

proportion of women who would have had lesser injury instead had a surgical incision. 
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the perineum. In 1847, Dubois first described the 

mediolateral episiotomy.3 

The routine episiotomy, once considered by obstetricians 

as a vanguard to protect the perineum, the pelvic floor, 

and the fetus from injuries of parturition, gradually has 

become less and less used in modern obstetrics. With the 

advent of evidenced-based medicine, obstetricians have 

come to realize that the risks of maternal damage 

outweigh the possible benefits. Rather than protecting the 

pelvis, it has been shown to increase postpartum perineal 

pain, dyspareunia, blood loss, anal sphincter laceration, 

rectal damage, and anal incontinence while doing nothing 

to reduce urinary incontinence or improve neonatal 

outcome.4 

Thus, came the concept that use of episiotomy should be 

limited to only high risk cases like short rigid perineum, 

shoulder dystocia, vaginal breech, face to pubis and 

instrumental deliveries. Restrictive episiotomy policies 

appear to have a number of benefits compared to routine 

episiotomy policies. There is less posterior perineal 

trauma, less suturing and fewer complications, no 

difference for most pain measures and severe vaginal or 

perineal trauma, but there was an increased risk of 

anterior/lateral vaginal and paraurethral trauma with 

restrictive episiotomy.5 Based on national hospital 

discharge data in United states for the year 1999, just 

over 35 percent of women who gave birth vaginally had 

an episiotomy performed; the figure was approximately 

33 percent in 2000.6,7 Figures regarding episiotomy rates 

in institutional deliveries in India are not available. 

MEDLINE search revealed only one cross sectional study 

by Bhatia JC et al, in 1993 wherein 23.5 per cent of 

institutional deliveries received an episiotomy.8  

Before the twentieth century, most deliveries were 

performed at home by midwives, and perineal lacerations 

were frequently left unrepaired and less than 5% of 

deliveries occurred in hospitals.9 In present day obstetrics, 

considering the adverse effects of use of routine 

episiotomy in terms of perineal pain and trauma , healing 

complications and neonatal outcome, use of restrictive 

episiotomy is under trial and evaluation for better 

outcome and lesser complications in the form of lesser 

number of posterior perineal trauma, need for suturing 

and fewer healing complications.10  

METHODS 

This was a prospective cohort study conducted at a 

tertiary care teaching hospital. 100 primigravida women 

reporting to labour room in spontaneous labour/induction 

of labour fulfilling the following criteria- singleton 

pregnancy with clinically adequate pelvis, gestational age 

37 to 41 completed weeks, cephalic presentation with 

estimated fetal weight less than 3 kg were included. 

Patients with multiple gestation, perineal length <3 cm 

and those required instrumental deliveries were excluded 

from the study. Written informed consent was taken from 

all the patients. Final enrolment of patients was done at 

the time of crowning. Two cohorts were formed 

depending on the skill of the birth attendant to practice 

restrictive episiotomy. Primigravidae managed with 

Routine use of episiotomy formed cohort A and cohort B 

comprised of women subjected to Restrictive use of 

episiotomy. Progress of labor and delivery monitored. 

Both the cohorts were evaluated during labor, immediate 

postpartum period and first postnatal day. Under the 

policy of Routine or liberal use of episiotomy all 

primigravidae in cohort A were given an episiotomy. 

However, with the use of Restrictive episiotomy great 

restraint was observed in giving an episiotomy. Since the 

aim of the study was not to cause any harm to maternal 

and fetal health, episiotomy was given in cohort B in the 

following conditions- Unduly prolonged second stage of 

labour ≥2 hrs with an unyielding perineum, need of an 

episiotomy to prevent more serious perineal tears, 

maternal exhaustion/poor maternal bearing down effort 

and non-reassuring fetal heart rate patterns. 

Following parameters were evaluated- occurrence of 

vaginal/perineal, tears/extension of episiotomies, 

requirement of suturing and analgesia, wound 

complications, neonatal outcome APGAR score at 1min 

and 5 min and NICU admission. 

The patients were discharged 24 hours after delivery or 

more depending upon the condition of the mother and 

neonate. Thereafter, followed up at routine postnatal visit 

after six weeks and in case of any complication two 

weeks after discharge from the hospital. Data was 

tabulated and analysed. Statistical analysis was carried 

out by using editable and SPSS version 17. Associated p 

values were calculated assuming significance at the p 

value <0.05.  

RESULTS 

In this study, total number of deliveries analysed was 

100. In cohort-A routine episiotomy was given to 50 

cases and in cohort B restrictive episiotomy was practiced 

in 45 cases with 05 cases converted to episiotomy due to 

non-reassuring fetal heart pattern and prolonged second 

stage of labour. As these 10% of the patients who were 

given routine episiotomy were not enrolled in cohort A at 

the beginning of the study, so these were excluded from 

both the cohorts. 

Total subjects in both the cohorts 

• Cohort A - 50 

• Cohort B - 45 

According to Table 1, comparison between two cohorts 

based on parameters of age of mother, birth weight and 

gestaional age of newborn is as depicted. The difference 

between the mean age, birth weight and gestational age of 

the two groups was assessed using “Z” test and it was 

found that there was no statistically significant difference 
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between the two groups. According to Table 2, perineal 

length was compared between the cohort A (routine 

episiotomy) and cohort B (restrictive episiotomy). The 

difference between the mean perineal length of the two 

groups was assessed using Students ‘t’ test and it was 

found that there was no statistically significant difference 

between the mean perineal length of two groups. 

 

Table 1: Comparison of maternal age, birth weight and gestational age. 

Parameter  Delivery N Mean Std. Deviation p value 

Age 
Routine 50 23.34 2.96 0.805 

Restrictive 45 23.2 2.555   

 Birth weight 
Routine 50 2.76 0.319 0.316 

Restrictive 45 2.69 0.294   

POG 
Routine 50 38.4 1.195 0.583 

Restrictive 45 38.53 1.16   

 

 

Figure 1: Distribution of patients into two cohorts. 

Table 2: Comparison of perineal length between 

cohort A and cohort B. 

Type of 

delivery 
N 

Mean length 

(cm) 

Std. 

deviation 

P 

value 

Routine 50 3.400 0.1161 0.255 

Restrictive 45 3.489 0.5055   

Table 3: Comparison of second stage of labour in both 

the cohorts. 

Delivery N 

Mean duration 

2nd stage of 

labour (mins) 

Std. 

deviation 

P 

value 

Routine 50 64.9 13.789 0.066 

Restrictive 45 70.07 13.238   

According to Table 3 the mean duration of second stage 

of labour in the cohort A (routine episiotomy) was 64.90 

min and in the cohort B (restrictive episiotomy) it was 

70.07 min. The difference between the second stages of 

labour for the two groups was assessed using “Z” test and 

it was found that there was no statistically significant 

difference between the duration of second stage of labour 

in both the cohorts. Thus, depicting that the restrictive 

use of episiotomy does not prolong the second stage of 

labour. 

Table 4: Comparison of intrapartum parameters in 

cohort A and cohort B. 

Parameter  
Routine 

episiotomy  

Restrictive 

episiotomy  

p 

Value 

Anterior and 

lateral vaginal 

and paraurethral 

tear  

07 (14%)  10 (22.2%)  0.29 

 Perineal 

tear/extension 

of episiotomy 

13 (26%)  07 (15.5%)  0.20 

Suturing  50 (100%)  09 (20%)  NA 

According to Table 4, comparison of the two groups in 

terms of anterior /lateral vaginal and paraurethral tear 

showed that 14% (n-07) primigravida in the cohort A and 

22.22% (n-10) in the cohort B sustained the tears. The 

type of delivery was assessed by using Chi-square test 

and it was found that there was no statistically significant 

association between vaginal/paraurethral tear and type of 

delivery. It was observed that the number of cases in the 

routine group who had extension of episiotomy was n-13 

(26%), extension of episiotomy was observed in the form 

of extension of apex, extension into muscle or mucosa. It 

was seen that the extension of episiotomy wounds was 

limited up to muscle and there were no third or fourth 

degree tears observed. In the restrictive group, perineal 

tear was observed in 07 (15.55%) patients. The tears in 

the restrictive group were first and second degree perineal 

tears. The type of delivery was assessed by using Chi-

square test and it was found that there was no statistically 

significant association between perineal tear and type of 

delivery. In cohort A n- 50 subjects (100%) had to be 

sutured as episiotomy was given to all cases. Out of the 

07 anterior/lateral vaginal and paraurethral tears, 04 were 

sutured in view of active bleed from the site. In cohort B, 

n-9 subjects (20%) required suturing out of which 07 
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were perineal tears and 02 were vaginal/ paraurethral 

tears It was noted that there was a significant reduction in 

requirement of suturing in cohort B, as suturing was done 

only in cases which had a perineal tear or 

vaginal/paraurethral tear which were bleeding. 

According to Table 5, it was found that the requirement 

of analgesia in the immediate postpartum period (within 

first 24 hours), restrictive group n-10 (22.22%) required 

analgesics and in routine group n-25 (50%) of the 

patients required pain relief in the postnatal period. In the 

restrictive group, analgesia in the form of oral and per 

rectal medication was required for 09 patients in whom 

suturing was done to repair the perineal and vaginal tears 

and in 01 patient analgesia was required for perineal pain.  

Table 5: Comparison between requirement of 

analgesia and healing between cohort A and B. 

Parameter  
Routine 

episiotomy  

Restrictive 

episiotomy  

p 

Value 

Requirement of 

analgesia  
25 (50%)  10 (22.22%)  0.005 

Healing 

complications  
03 (6%)  01 (2.22%)  0.68 

The association between requirement of analgesia and 

type of delivery was assessed by using Chi-square test 

and it was found that there was a statistically significant 

association between the requirement of analgesia and 

type of delivery. This analysis showed that restrictive use 

of episiotomy had less postnatal perineal pain due to 

suturing of episiotomy/tears. Complication rate was 

higher in the form of wound inflammation, gaping and 

hematoma in the routine group. In the routine group total 

03(6%) patients had complications, 02 in the form of 

wound inflammation and 01 had hematoma formation. 

The association between healing complication and type 

of delivery was assessed by using Fisher exact test and it 

was found that there was no statistically significant 

association between healing complication and type of 

delivery. 

Table 6: Comparison of APGAR scores. 

   Delivery 
Total 

  Routine Restrictive 

1min 

4-6 (mild 

depression) 
3 4 7 

≥7 (no 

depression) 
47 41 88 

Total 50 45 95 

 5min  

4-6 (mild 

depression) 
1 2 3 

≥7 (no 

depression) 
49 43 92 

 Total 50 45 95 

According to Table 6, APGAR scores at 1 min and 5 min 

interval are as given in Table 5. The association between 

1 min (p= 0.70425) and 5 min (p= 0.60174) APGAR 

score and delivery types was assessed by Fisher exact test 

and it was found that there was no statistically significant 

association between APGAR score and delivery types. 

According to Table 7, there was no difference in the 

neonatal outcome in the two groups. Among the study 

population there were 07 admissions to NICU, 03 in the 

cohort A and 04 in the cohort B showing no variation. 

The NICU admissions were attributed to low birth 

weight, low APGAR scores, meconium stained liquor. 

The association between the NICU admission and the 2 

methods of deliveries was assessed using Fisher exact test 

and it was found that there was no statistically significant 

difference between the NICU admission and the 2 

methods of delivery. Hence, routine use of episiotomy 

was not associated with a reduction in adverse neonatal 

outcome. The hospital stay of more than 24 hours as per 

the institutional policy of hospital under study was found 

in 10 cases due to neonatal admissions to NICU and 

maternal healing complications with 05 cases who stayed 

in the hospital for more than 24 hours in each of the 

cohort. In the restrictive group 04 cases had a hospital 

stay of more than 24 hours due to NICU admission and 

01 case was readmitted after discharge for wound gaping. 

In the routine episiotomy group, there were 05 cases with 

hospital stay of more than 24hours, NICU admission led 

to extended stay in 03 cases and maternal healing 

complications (hematoma formation-01, wound 

inflammation-02), with one case admitted over 24hours 

because of coexisting neonatal and maternal healing 

complication.  

Table 7: Neonatal outcome and hospital stay. 

Parameter  
Routine 

episiotomy 

Restrictive 

episiotomy  

P 

Value  

NICU admission  03 (6%)  04 (8.88%)  0.88 

Hospital stay 

<24 hrs 

>24 hrs 

N=50 

45 

05 

N=45 

40 

05 

0.874 

The association between the hospital stay and the 2 

methods of delivery was assessed using Yates corrected 

Chi-square test and it was found that there was no 

statistically significant difference between the hospital 

stay and the 2 methods of delivery. 

DISCUSSION 

The current study was performed to compare 

complications following routine and restrictive 

episiotomy among primigavida patients. Among the 100 

cases selected 50 cases in the routine episiotomy and 45 

cases in restrictive episiotomy were analysed with 10% 

cases (n=5) in the restrictive group converted to 

episiotomy due to non-reassuring fetal heart pattern and 

prolonged second stage of labour. This finding shows that 

the rate of conversion to episiotomy in the restrictive 

group was minimal. In addition, the rate of maternal 
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complications, such as perineal laceration and significant 

perineal pain, was less in restrictive. The results of this 

study indicated primigavida patients to have increased 

chance of retaining an intact perineum if episiotomy is 

carried out only when considered to be inescapable. The 

findings were in accordance with a few studies that have 

compared restrictive and routine episiotomy.11  

The difference between the mean age, birth weight and 

gestational age and second stage of labour had no 

statistically significant difference between the two 

groups. As per Saxena et al there was no correlation of 

episiotomy or tears to the maternal age in both the 

groups.12 

In the study under reference the difference between the 

mean perineal length of the two groups was assessed and 

it was found that there was no statistically significant 

difference between the mean perineal length of two 

groups. Study by Carroli G et al conducted on 429 

women concluded that perineal length was not associated 

with the risk of perineal tear.13 

The mean duration of second stage of labour in the cohort 

A (routine episiotomy) was 64.90 min and in the cohort 

B(restrictive episiotomy) it was 70.07 min. There was no 

statistically significant difference between the duration of 

second stage of labour in two groups. In a study by 

Clemons et al routine and restrictive use of episiotomy 

was found to have no significant effect on duration of 

second stage of labour.14 

In the current study comparison of the two groups in 

terms of vaginal and paraurethral tear showed that 14% 

(n-07) primigravida in the routine and 22.22% (n-10) in 

the restrictive group sustained the tears. Eltorkey et al 

concluded in their analysis that anterior lacerations, 

including anterior labial lacerations, were more common 

in the restrictive use group. Anterior lacerations did not 

contribute to overall higher use of suturing, suggesting 

that these tears were less severe than posterior tears.15 

Azar et al in 2011 conducted a study and concluded that 

anterior vaginal trauma was commoner in the restrictive 

group.11  

In the present study under reference it was observed that 

the number of cases sustaining extension of episiotomy in 

the routine group was n - 13 (26%) and in the restrictive 

group n-07 (15.55%) of the patients had a perineal tear. 

In a study conducted in Indian settings by Saxena et al 

showed statistically significant reduction in the number 

of perineal lacerations in primipara and multipara with 

the practice of restrictive episiotomy. Thus, it would be 

fair to conclude that the policy of restricted use of 

episiotomy has a strong protective effect on the 

occurrence of perineal lacerations and it significantly 

contributed to lessen the maternal morbidity.12In a study 

by Clemons et al, the total number of parturients who had 

perineal lacerations, in the study group was 36%, which 

was significantly less when compared to 69% in the 

control group. The anal sphincter laceration rate 

decreased 44% with the use of mediolateral episiotomy.14 

In a study by Carolli G et al, restrictive episiotomy 

resulted in less severe perineal trauma. Use of midline 

episiotomy in the routine group led to more severe 

perineal trauma.13  

In the current study rate of episiotomy had reduced 

remarkably with 10% women delivering with an 

episiotomy in the restrictive group compared to routine 

episiotomy where 100% episiotomy rates were observed. 

According to the results of Argentine Episiotomy Trial 

Collaborative Group, the routine episiotomy should be 

abandoned and that episiotomy rates above 30% were not 

recommended.16 In a study carried out by Carroli et al on 

(5541 women) it was seen that in the routine episiotomy 

group, 75.15% of women had episiotomies, while the rate 

in the restrictive episiotomy group was 28.40%.13 

In the current study 64.45% of the patients in the 

restrictive group delivered with an intact perineum. 

Adoni A et al in a study found that outcomes in the group 

for whom episiotomy was restricted, 21% had an intact 

perineum, and these women had the best outcomes with 

respect to pain and postpartum healing.17 As per Saxena 

et al the policy of restricted use of episiotomy led to 64% 

women delivering with intact perineum, that is, without 

perineal trauma due to episiotomy or tear. Restricted use 

of episiotomy led to significant reduction in the incidence 

of perineal lacerations.12 

As per current study in routine episiotomy n- 50 subjects 

(100%) had to be sutured as episiotomy was given to all 

cases and 04 of the total 07, vaginal/ paraurethral tears in 

the routine group were sutured in view of active bleed 

from the site. In restrictive group n-9 (20%) required 

suturing out of which 07 were perineal tears and 02 were 

vaginal / paraurethral tears. In a study by Carroli G et al, 

restrictive episiotomy resulted in less suturing compared 

with routine use of episiotomy.13 

On comparison of the requirement of analgesia in 

restrictive group, 10 (22.22%) of cases required 

analgesics and in routine group 25 (50%) patients 

required pain relief in the form of oral and per rectal 

analgesics due to repair of tears and extension of 

episiotomy wounds in the immediate postpartum period. 

This analysis showed that practicing restrictive use of 

episiotomy had less postnatal perineal pain and 

statistically significant reduction in requirement of 

analgesia. Carroli et al conclude that compared with 

routine vs restrictive use of episiotomy resulted in use of 

less severe pain measures because of less severe perineal 

trauma and less requirement of suturing.13 As per 

Argentine Episiotomy Trial Collaborative Group, 

perineal pain was less frequent in the restrictive group.16  

In this study complication rate was higher in the form of 

wound inflammation, gaping and hematoma in the 

routine group n-03 (6%) and n-01 (2.22%) in the 
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restrictive group. The association between healing 

complication and type of delivery was assessed and it 

was found that there was no statistically significant 

association between healing complication and type of 

delivery. The Argentine trial reported no difference 

healing complications (hematoma, infection, or 

dehiscence) in both the groups.16 Carroli et al conclude 

that compared with routine use, restrictive episiotomy 

resulted in less healing complications.13 

There was no difference in the neonatal outcome in the 

two groups in our study Among the restrictive group 

there were 04 (8.88%) admissions to NICU and 03 (6%) 

in the routine group thus showing no variation. In a study 

conducted by Saxena et al also there was no difference in 

the neonatal outcome in the two groups. Among this 

study population there were 06 admissions to NICU for 

birth asphyxia, 03 each in control and study group. All 

these neonates had been delivered with the help of an 

episiotomy.12 

Murphy et al. performed a multi-center pilot randomized 

controlled trial in Ireland to investigate neonatal trauma 

in routine versus restrictive use of episiotomy. This is in 

agreement to our results and did not indicate any 

significant difference in both primary and secondary 

outcomes between two mentioned methods.10  

Our study was different from the similar study which was 

conducted by Malik et al at Haryana in which they 

studied outcomes in both primigravida and multigravida 

separately, were evaluated perineal injuries with respect 

to birth weight. Our study evaluated only primigravida 

women.18 Apart from perineal injuries, effect on 

prolongation of second stage, requirement of analgesia, 

healing complications and neonatal outcomes were 

evaluated in our study. 

CONCLUSION 

This study identified fair to good evidence suggesting 

that immediate outcomes following routine use of 

episiotomy are no better than those of restrictive use. 

Indeed, routine use is harmful to the degree that some 

proportion of women who would have had lesser injury 

instead had a surgical incision. Due to low maternal 

complications of restrictive episiotomy, avoiding routine 

episiotomy in unnecessary conditions increases the rate 

of intact perineal and minor perineal trauma and reduces 

postpartum delivery pain with no adverse effects neither 

on maternal nor neonatal morbidities. It is necessary to 

establish some documented protocols to decide in which 

cases, when and how to perform episiotomy.  

The time has come to take on the professional 

responsibility of setting and achieving goals for reducing 

episiotomy use. It is suggested that obstetricians develop 

guideline for performing episiotomies. The goals for 

quality of care must remain focused on both optimizing 

safety for the infant and minimizing harm to the mother. 
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