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ABSTRACT

Episiotomy consists of incising the perineum to widen the birth canal. It
was historically introduced into medical practice in the 18th century.
The purpose of the episiotomy would be to reduce the probability of
severe perineal lacerations, while the association with the forceps
would minimize the risk of fetal trauma and hypoxia, which was
accepted for a long time as an indisputable truth. The use of
episiotomy spread enormously after the recommendations of famous
obstetricians and began to be used on a larger scale in several
countries since the 20th century, although there was no reliable
scientific evidence of its effectiveness and safety. In the last decades
well-conducted clinical studies on the subject were published and the
routine use of episiotomy was questioned. Despite of methodological
limitations, the first studies contributed to reduce its practice, including
the important participation of women's movements and active
childbirth campaigns arguing about the episiotomy use. Current
evidence shows that routine episiotomy is not supported in clinical
practice and a recent World Health Organization (WHQO) guideline
strongly recommends against it. However, a lack of knowledge
remains as the role of episiotomy in obstetric emergencies and,
considering the present evidence, what would be the real benefits for
performing an episiotomy. This review aims to show the current state
of the art running through the historical background of episiotomy and
techniques, analyzing its use worldwide in obstetric practice and
discussing the published studies concerning the necessity, the
effectiveness, and the consequences of the procedure. Ultimately,
regarding the accumulated evidence shown, the authors express their
conclusions about the use of episiotomy in obstetric modern practice
and the possible strategies to reduce its rates.
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INTRODUCTION

Episiotomy is a surgical incision of the
vagina and perineum carried out by a skilled birth
attendant to enlarge the vaginal opening.!
Conceived as a preventive measure, the purpose of
routine episiotomy would be to enable the baby to
pass through the route and the surgical cut should
prevent serious tears and reduce the probability of
severe perineal lacerations.?

As the childbirth moved from home practice
to hospital settings, a change in attendance from
midwives to physicians fook place.® Renowned

obstetricians  started promoting the routine
episiotomy and this surgical procedure was
extensively adopted and larger performed

worldwide, although its benefits weren’t clearly
demonstrated by scientific evidence at that time.4
Many aspects about the episiotomy started
to be analyzed. The lack of evidence of its
effectiveness as well the considerable risks
associated with the procedure moved the scientific
community to question the indications real necessity
of routine episiotomy.4 Current evidence shows that
routine episiotomy is not supported in clinical
practice, reinforced by American College of
Obstetricians and Gynecology (ACOG) protocol
and the World Health Organization (WHO)
Intrapartum guideline care for a positive childbirth
experience, that strongly recommends against it.5¢
Nevertheless, the procedure continues to be used so
far and is still one of the most performed obstetric
procedures worldwide, as numbers demonstrates.4
In this narrative review article, the authors
carefully identified and synthesized relevant
literature about episiotomy practice. The main
objective is to show the current state of the art
running through the historical background of
episiotomy and its techniques, offering an updated
view on the factors related to the evolution of this
this surgical procedure. Analyzing routine
episiotomy use worldwide, the authors discussed the
published studies concerning the necessity, the
effectiveness, and consequences for the patients.

Figure 2. Mediolateral episiotomy
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This review, regarding the accumulated evidence,
and the author’s conclusions also would fit a serious
reflection about episiotomy use in current obstetric
practice that could be summed up in one sentence:
"Don't do anything, sit down".

“These pages have not been written for those who lay
them aside saying or thinking, ‘Much ado about a
perineal tear!” They will have to come to terms with
their own consciences” (F. Ritgen, 1855)

History

Sir Fielding Ould, 1710-89.
Figure 1. Sir Fielding Ould

Episiotomy consists of incising the perineum
to widen the birth canal, and its practice was
historically introduced in the 18th century (1742) by
Sir Fielding Ould?, an Irish obstetrician, to help fetal
head delivery in difficult births.4 In 1847, Dubois
suggested performing an oblique incision in the
perineum, modernly known as mediolateral
episiotomy (Figure 2). However, the procedure did
not gain popularity in the 19th century due to the
lack of availability of anesthesia and high rates of
infection.8
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It was only in the 20th century that
episiotomy began to be used on a larger scale in
several countries, especially in the United States of
America and Latin American countries, including
Brazil. It was the time when the perception of birth
as a normal process requiring minimal intervention
was replaced by the concept of childbirth as a
pathological process, requiring medical intervention
to prevent maternal and fetal harm.4

The use of episiotomy spread enormously
after the recommendations of famous obstetricians,
such as Pomeroy ° and Delee.!0 (Figure 3).
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The latter, in the 1920s, launched a treatise
(The Prophylactic Forceps Operation) in which he
recommended systematic episiotomy and relief
forceps for all primiparous women.'0 Evidently, this
recommendation was not based on any
comparative study, either a randomized clinical
trial or even an observational study, and only
reflected the prevailing paradigm at the time, that
the female body was essentially defective and that
interventions were necessary for childbirth to take
place in a “safe” way, under obligatory medical
care.!! From this period dates from the conception,
widespread in many countries and among several
health professionals to this day, that episiotomy
would be necessary to preserve the integrity of the
pelvic floor, restoring the integrity of the pelvic
floor, vaginal anatomy and pelvic musculature to
the prepartum condition.'0 (Figure 4).
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If we study our cases earefully the eonclusion is inevitsble that while we
kave decidedly improved the maternal mortality and mor y and have redu
the fetal desths somewhst I8 Il s painfal aoy Tilying exper N
still retaing much morbidity that Teaves permanent invalidism.  The Tatler slule-
ment is also applicable to the child. Many efforts are being made to ease the
travail of the woman and fo better the ot of the infant. What follows is another
such effort. Experience alome can decide whether it accomplishes ita purpose.

The “‘prophylactic forcepa operation’ is the routine delivery of the child
In head presentstion whea the head has come to rest cn the pelvie floor, and the
esrly removal of the placenta. Primiparous labors snd those in which the eon.
dition of the soft paris Approximates s fisst labor, are treated by this method,
which really comprises more than the actunl delivery of the child, 1t is & rounded

technic for the comduct of the whole labor, with the defined purpose of re-
lieving pain, supplementing and anticipating the efforts of Nature, reduclag

the hemorrhage, and preventing and repairing damage

A visdo do parto como wim processo  patoldgico, uma experidnda “dolorosa e

aterrorizante” ¢ a proposta do faeceps profilatico por Delee {1920)

Figure 4. The view of childbirth as a pathological
process, a “painful and terrifying” experience and
the proposal of prophylactic forceps by Delee
(1920)

The purpose of the episiotomy, according to
Delee's postulates, would be to reduce the
probability of severe perineal lacerations, while the
association with the forceps would minimize the risk
of fetal trauma, preventing hypoxia. This
assumption came to be accepted as an indisputable
truth and transcribed in several Obstetrics treatises
around the world, although there was no reliable
scientific evidence of its effectiveness and safety.4

The practice of episiotomy was expanded
in subsequent decades, coinciding with the
progressively greater number of hospital births
from the 1940s onwards in the USA. This change in
the place of birth generated a series of
interventions that were not based on scientific
evidence.4

While deliveries were attended at home,
birth was seen as a natural and physiological
process, and so was the functioning of the perineum
during and after delivery. With hospitalization,
birth came to be considered a pathological process,
necessarily requiring obstetric interventions to
prevent or reduce the incidence of complication.*

Some authors mention that the practice of
episiotomy increased considerably from the 1950s
onwards because many physicians believed that
performing it significantly reduced the duration of
second stage of delivery, which allowed them to
quickly respond to the large demand for hospital
deliveries, sometimes simultaneous.4

It should be noted that the use of this
procedure has become much more frequent with the
adoption of delivery in the horizontal position and
the systematic use of relief forceps, requiring "extra
space” for vaginal manipulation. The use of forceps
also became progressively more frequent in
hospital deliveries, due to the use of anesthetic
techniques that impaired maternal expulsive efforts.
The lithotomic position was also popularized,
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despite all its inconveniences, already known at the
time, because it guaranteed better access for the
obstetrician to the birth canal.41!

) 5
Figure 5. Natural Childbirth March, London, UK

The number of episiotomies only began to
reduce from the 1970s onwards, when women's
movements and active childbirth campaigns began
to question the procedure (Figure 5). Concomitantly,
the first well-conducted clinical studies on the subject
were published, in which the routine use of
episiotomy was questioned.12-15

The important review by Thacker and
Banta, published in 1983, stands out, in which it was

(%) Cochrane
uo? Library

Cochrane Database of Systematic Reviews
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demonstrated, in addition to the lack of evidence of
its effectiveness, considerable evidence of the risks
associated with the procedure: pain, edema,
infection, hematoma and dyspareunia.'® Despite
having little impact on the scientific community at the
time, this study aroused interest in studying
episiotomy, and subsequently randomized clinical
trials were conducted on the subject, the first being
the West Berkshire Trial, published in 198417, and
the largest an Argentine study, published in 1993.78

Unfortunately, although they represented a
considerable scientific advance in the sense of
seeking evidence for the practice of a procedure
that had already become widespread in the 20th
century, the first published randomized clinical trials
on episiotomy did not compare the intervention
(episiotomy) with a control group without
intervention, which would be desirable. They
preferred to create a concept of “selective
episiotomy” (which would be indicated only in
special situations) to constitute the intervention
group against which routine episiotomy would be
compared (control group), which is a contradiction
(since the true intervention is routine episiotomy).
This generates, therefore, a bias, because these
studies were published without the effectiveness
and safety of any episiotomy having ever been
proven, but even so they were a considerable
advance in making the practice of Obstetrics more
scientific, and nowadays they are gathered and
summarized in the systematic review of the
Cochrane Library 9 (Figure 6), as we will discuss
next.

Selective versus routine use of episiotomy for vaginal birth (Review)

Jiang H, Qian X, Carroli G, Garner P

Figure 6. Systematic Cochrane review: selective vs. routine episiotomy for vaginal delivery
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Selective Episiotomy vs. Routine episiotomy:
scientific evidence

In a systematic review published in 2005,
Hartmann et al. evaluated 26 articles from 986
studies searched through Medline, the Cochrane
Library, and the Cumulative Index to Nursing and
Allied Health Literature. The authors concluded that
episiotomy did not bring any benefits, being
associated with considerable damage such as pain,
greater need for analgesics and severe perineal
lacerations. In the Discussion, they comment that "in
the absence of benefits and with a potential for
harm, a procedure should be abandoned" 20,

The systematic review of the Cochrane
Library,' last updated in 2017, includes 12
randomized controlled trials (RCTs) and a total of
6,177 parturients, with 11 RCTs performed on
women in labor who were anticipated to have a
vaginal delivery and one RCT on women who were
anticipated an assisted delivery, with participants
undergoing selective or routine episiotomy. Two

Review: Selective wersus routine use of episiotomy for vaginal birth
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studies over 1,000 women (Argentina and the
United Kingdom), and the rest were smaller (from
Canada, Germany, Spain, Ireland, Malaysia,
Pakistan, Colombia and Saudi Arabia). Eight studies
included only primiparous women, and four studies
were in primiparous and multiparous women.

Among women randomized to selective
episiotomy, the rate of episiotomy ranged from 8%
to 59% versus 61% to 100% in the routine
episiotomy group. The authors concluded that it was
not possible to identify any benefits of routine
episiotomy for mother or baby. The rate of severe
perineal trauma was 30% lower in the group that
received selective episiotomy, a difference that was
statistically significant (RR=0.70; 95% CI=0.52-
0.94) (Figure 7), so that the old rationale of
performing routine episiotomies to prevent severe
perineal trauma is not justified by current evidence.
The evidence, therefore, does not support routine
episiotomy.!?

Comparison: 1 Restrictive versus routine episiotomy (where non-instrumental was intended)

Qutcome: 1 Severs perinealivaginal trauma

Study or subgroup Selective episiotomBoutine episiotomy Risk Ratio Weight Risk Ratio
n/M nfM M-H,Fixed, 95% CI M-H,Fixed, 95% C|

Ali 2004 0/1o0 0/100 Not estimahble
Belizan 1993 15/1298 1971208 - 193 % 0BO[04L 156]
Dannecker 2004 2448 S/E0 s 4.6 % 04910010, 2.42]
Eltorkey 1994 (1} 0/100 0/100 Mot estimable
Harrison 1984 0saz cigy —— ——— ET% 0091000, LE57]
House 1986 0sa4 371 e —— 4.1% 0111001 2.06]
Juste-Pina 2007 (2} 07200 0/202 Mot estimable
Klein 1992 30/349 259/349 296 % 1L02[063 1.69]
Rodriguez 2008 157222 32223 - 326 % 047 [0.26 0.84]
Sleep 1984 47498 1/502 —_ 10% 4.03[045, 3595]
Sulaiman 2013 1/B9 3B —t—T 32% 0.31[0.03 2.89]

Total (95% CI) 3091 3086 * 100.0 % 0.70 [ 0.52,0.94 ]

Total events: 67 [Selective episiotomy), 97 [Routine episiotamy!
Heterogeneity: Chi? = 11.09, df = 7 [P = 0.13); I =37%

Test for overall effect: Z = 2.38 [P = 0.017)

Test for subgroup differences: Not applicable

0.001 001 01
Favours selective

[1} Mo third degree lacerations in either group
(2} No serious case of perineal trauma (3rd or 4th degree!l in either group

IIlEI I100 IIlDEID

Favours routine

Figure 7. Selective vs. routine episiotomy: severe perineal trauma (Cochrane Review, 2017)

Based on these results of systematic
reviews, as well as on the conclusions of several
other randomized studies already published and
observational studies that evaluate the effect of
episiotomy on the pelvic floor,'7-3Twe can conclude
that:

a) There is no difference in perinatal outcomes or
reduction in the incidence of neonatal asphyxia
in deliveries with selective episiotomy vs. routine
episiotomy;

b) There is no protection of the maternal pelvic
floor: routine episiotomy does not protect

against urinary or fecal incontinence, nor
against genital prolapse, being associated with
reduced pelvic floor muscle strength in relation
to cases of spontaneous perineal lacerations;

c) Episiotomy is no easier to repair than
spontaneous lacerations. The need for suturing
is less when routine episiotomy is not
performed;

d) Episiotomy is per se a second-degree perineal
laceration, generally more extensive and
deeper than spontaneous perineal lacerations.
When it is not performed, no laceration may
occur or previous lacerations may appear, of
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first or second degree, but with a better
prognosis. There is a reduction in posterior

mons pubis

clitoris [
\

bulbospongiosus \

\

vaginal orifice

perineal fascia .

perineal body

obturator internus _—

external anal sphincter .~

Figure 8. Episiotomy: EXTENSIVE and DEEP perineal laceration. Muscles cut in episiotomy:

trauma when routine

performed;

episiotomy is not

external urethral orifice

Vé ischiocavernosus
5

superficial
transverse
perineal

levator ani

gluteus
maximus

superficial

transverse of perineum, bulbocavernosus, puborectalis bundles of elevator ani muscle, fibers of striate anal

sphincter, deep transversus perineum muscle.

e) Episiotomy does not reduce perineal damage;
on the contrary, it increases it: a practice of
restrictive episiotomy reduces the risk of serious
perineal injury; in median episiotomies, the risk
of third- or fourth-degree lacerations is
greater;

f) Episiotomy increases the chance of postpartum
pain and dyspareunia;

g) Episiotomy increases blood loss and can lead to
complications such as edema, dehiscence,

infection (even necrotizing fasciitis) and
hematoma;

h) The practice of episiotomy entails higher
hospital costs: Belizan estimated savings

between US$6.50 and US$12.50 for each
vaginal delivery without episiotomy in the
public sector.'® At the time of this publication,

the estimate for Brazil would be savings of
around 15 to 30 million dollars a vyear,
avoiding unnecessary episiotomies.

Considering all the evidence presented
above, the current World Health Organization
(WHO) guideline strongly recommends against
routine episiotomy and does not establish any
optimal or acceptable rate of episiotomy. In this
guideline, the WHO acknowledges that there is a
lack of evidence on episiotomy in general and that
there is no evidence supporting the need for any
episiotomy in routine care. The role of episiotomy in
obstetric emergencies, such as fetal distress
requiring instrumental delivery, remains to be
established.¢
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Figure 9. Mediolateral and midline e|;isioiomy ( Jeremy Kemp, CC BY)

Strategies to Reduce Episiotomy Rates

It is important to remember that, like any
surgical procedure, episiotomy should only be
performed with the informed consent of the
parturient. There is no justification for carrying out
any surgical intervention without the consent of the
patients, except in conditions with imminent risk of
death, which is not the case with episiotomy.
Planning for this and other interventions should also
be part of the birth plan.32

With the release of successive versions of
the Cochrane systematic reviews as well as the
systematic review by Hartmann et al. (2005), in
addition to highlighting the need for an evidence-
based obstetric practice worldwide, rates of
episiotomies have declined in many countries. In a
study using data from the National Inpatient
Sample, trends and factors associated with
episiotomies in non-operative deliveries in the US
between 2000 and 2018 were analyzed. Among
9,654,749 deliveries, the rate of episiotomy
dropped from 26.4% in 2000 to 4.9% in 2018. The
mean annual change in episiotomy rates was -8.9%
with marked reductions across geographic regions.
The risk of episiotomy was higher among non-
Hispanic whites, CEP from high-income regions and
deliveries in urban non-school hospitals. Episiotomy
was also more frequent in deliveries complicated
by shoulder dystocia.33

In Europe, episiotomy rates also showed a
significant decline, but there are strong differences
from country to country. Euro-Peristat data from
2010 published in 2016 showed a variation in
episiotomy rates from 4.9% in Denmark (3.7% in
non-instrumental deliveries), 6.6% in Sweden to
72.9% in Portugal and 75% in Cyprus34. A
Portuguese study published in 2022 showed that
there was a decrease in episiotomies from 81.5%
in 2000 to 54% in 2015, with episiotomy being

strongly associated with instrumental delivery. The
rate of episiotomies did not decline in instrumental
deliveries (95.5% in 2000 and 94% in 2015). On
the other hand, severe perineal trauma rates
dropped among women without episiotomy and
non-instrumental delivery. The authors believe
episiotomy rates can safely decrease further in the
country.35

Evidence suggests that rates can be further
reduced through continuing medical education
programs and documentation of the procedure
indication.36

In Brazil, which has already been described
as the country where “when you don't cut from
above, you cut from below” (an allusion to the high
rates of cesarean sections and episiotomies),3” the
episiotomy rates described in 2014 in the large
study “Born in Brazil” were 54%.38 Studies
conducted to assess the effect of the pandemic on
childbirth care practices revealed a drop in
episiotomy rates in Belo Horizonte from 15.7%
(2011-2013) to 2.1% in the first three months of the
pandemic (2020).3° However, there are strong
regional differences and association with place of
birth. A study conducted in Rio de Janeiro found an
episiotomy rate of 1.2% in birthing centers vs. 46%
in hospitals in the period 2011-2012.40 More recent
data were collected in the recent version of the
survey “Born in Brazil” (2021-2022) but have not
yet been published.

Regrettably, both in private clinics and in
the public service, many obstetricians still adopt the
frequent practice of episiotomy which, according to
Marsden Wagner (1999), when performed without
indication constitutes a true female genital
mutilation, causing damage to women's health.4!

Since scientific evidence demonstrates that
the routine procedure is not necessary and can be
harmful, it must be understood that its systematic
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performance by obstetricians follows a ritualistic
pattern, characteristic of the technocratic model
presented by Robbie Davis-Floyd.4243 (Figure 10).
In his doctoral thesis, Diniz (2001) refers to the
speech of a doctor who claimed to know the
evidence, but who continued performing
episiotomies because at the time “the hand goes
alone” 44

as an AMERICAN

PASSAGE

RITEO

Figure 10. Robbie Davis-Floyd. Birth as an
American Rite of Passage

It is also important to recognize that the
episiotomy emerged and remains within a model of
misogyhnistic, sexist and patriarchal childbirth care,
which sees the female body as essentially defective
and depending on medical interventions to give
birth. A whole medical mythology has been built
around episiotomy, believing it to be necessary to
prevent perineal damage and savior to protect
babies, without this being supported by solid
scientific evidence. To complete, in Brazil more than
90% of deliveries are assisted by doctors, to the
detriment of obstetric nurses and midwives, who,
due to their training privileging the physiological,
are less likely to perform episiotomy and other
interventions.4>

There are many obstetricians who have
been conditioned by years of training, since their
graduation and medical residency, to the systematic
practice of episiotomy and who cling to these
outdated concepts, continuing to perform the
procedure routinely or with unjustifiable frequency.
Thus, as Davis-Floyd describes, this procedure is
performed as a “rite of passage”, which explains
why episiotomy rates are still high in so many
countries and hospitals in the 21st century.42

Episiotomy in Modern Obstetrics OR Episiotomy: It's Time to Stop Cutting!

Indications for Episiotomy in Modern Obstetrics

Despite the recommendation NOT to
perform a routine episiotomy, with all available
evidence supporting its selective or restrictive
performance, doubts persist about what would be
the real indications for performing an episiotomy in
modern obstetric practice.4¢

Recently, in 2018, the American College of
Obstetricians and Gynecology (ACOG) established
in its Practical Bulletin that the use of episiotomy
should be restrictive. According to the ACOG,
“current data and clinical opinion suggest that there
are insufficient objective evidence-based criteria to
recommend episiotomy, especially routine use of
episiotomy, and that clinical judgment remains the
best guide for use of this procedure. Restrictive use
of episiotomy remains the best practice”.23 This
recommendation may be too elastic, because
clinical judgment is very subjective, but it recognizes
that there are no objective evidence-based criteria
for recommending episiotomies. The ACOG further
warns that “clinical trials are needed to assess
uncertainties in the existing medical literature and
better define a list of indications for episiotomy.>

It is not truly clear in which situations
episiotomy is, in fact, essential, because even
instrumental  deliveries (forceps or vacuum
extraction) can be performed without episiotomy.4”
In fact, the combination of instrumental delivery,
particularly forceps and episiotomy, results in an
increase in severe perineal lacerations, with
possible impairment of anal function. Some authors
recommend that this potentially deleterious
combination be avoided.484°

In a review of assisted deliveries without
episiotomy in Campina Grande, Brazil, Amorim et
al. analyzed 1,000 vaginal deliveries, with an
instrumental  delivery  frequency of 5%
(vacuum=3.5% and forceps=1.5%). The rate of
vaginal lacerations in forceps deliveries was 70%,
and 50% of lacerations required suturing. When
vacuum was used, the rate of lacerations was 50%
and 28.6% required suturing. There were no cases
of severe perineal laceration (third and fourth
degree).’0

In  the Cochrane systematic review,
questions are asked about what the indications for
episiotomy would actually be: operative delivery,
preterm delivery, breech delivery, macrosomia or
threat of severe perineal rupture.’” However, these
situations have been questioned as an indication for
episiotomy and clearly this subject needs to be
better studied in randomized clinical trials.#¢ While
it is clear that routine episiotomy MUST be avoided,
there is no solid evidence supporting ANY indication
for episiotomy.
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Regarding the "threat of severe perineal
rupture”, to prevent third- or fourth-degree
ruptures, it is not an objective diagnosis and,
clinically, it is not well defined what would
characterize this "threat".4¢ Third- and fourth-
degree lacerations are indeed very rare, and it has
also not been estimated how many episiotomies
would be needed to prevent a single case of severe
perineal rupture.’8

In our opinion (2008)4¢, corroborated by
other authors, episiotomy is not useful in shoulder
dystocia, because the problem in this case is a
disproportion of the fetal shoulders with the bony
pelvis, and not with the maternal perineum.>! The
maneuvers included under the acronym “HELPERR”
(or “ALEERTA” in Portuguese) by Advanced Life
Support in Obstetrics (ALSO) are effective in terms
of management of shoulder dystocia, without the
need for an episiotomy, although in the proposed
algorithm the letter “E” corresponds to the
recommendation to “consider whether there is a
need for an episiotomy”.52 An apparent indication
would be to increase internal space to perform
rotation maneuvers, but as in most cases dystocia
can be resolved with the McRoberts maneuver or
suprapubic pressure, many women can be spared a

Figure 11. Deliveries without episiotomy (personal archive)

Episiotomy in Modern Obstetrics OR Episiotomy: It's Time to Stop Cutting!

surgical incision.’3 We also point out that it is very
difficult to perform an episiotomy after the
exteriorization of the cephalic pole, in the presence
of shoulder dystocia, and it is not recommended to
waste time insisting on an episiotomy, and one
should privilege resolutive maneuvers. We also
disagree  with  performing the episiotomy
“prophylactically” when shoulder dystocia is
anticipated  (for example, suspected fetal
macrosomia), this would imply in many episiotomies
cut in view of the low accuracy of methods for
predicting fetal weight at term and lack of
evidence of its usefulness in this situation.
Regarding prematurity, there is no
evidence that episiotomy is necessary to prevent
fetal birth trauma.4165455 There are also no
randomized clinical trials proving the need for an
episiotomy in breech birth, and even the most
feared complication, fetal head entrapment, is not
associated with disproportion related to the
perineum. The World Health Organization

recommends performing an episiotomy in pelvic
delivery only if the perineum is very rigid.5¢ But this
assessment of “stiff perineum” is also very subjective
studied in

and has not been adequately
randomized controlled trials.

A study published in 2012 refers to the "end of episiotomy", demonstrating that in several obstetric
conditions such as macrosomia, fetal distress, occiput posterior, shoulder dystocia and instrumental delivery
the rate of third- and fourth-degree lacerations actually INCREASES and does not decrease when episiotomy

is performed (Figure 12).57
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Figure 12. Percent of 3rd and 4th degree perineal
tears in selected critical situations

In the last two decades (from the 2000s to
the present) it has been suggested that episiotomy
should never be performed. With a protocol of not
performing an episiotomy combined with perineal
protection strategies, Amorim et al. found a rate of
intact perineum of around 60% and only 23% of
need for suture in parturients who were not
submitted to episiotomy.58-60 The first RCT
comparing not performing an episiotomy with
restrictive use in 237 women was published in
201741, describing episiotomy rates around 1.7%
in both groups and similar maternal and perinatal
outcomes, without severe perineal trauma.
However, as it was an isolated study with a small
sample in a single center, which already had very
low rates of episiotomy in daily clinical practice, the
authors recommended further studies.

In another RCT published in 2020, with the
provocative title “Is it time to abandon the use of
episiotomy?”, Sagi-Dain et al. randomized 676
women into two groups: a “no episiotomy” study
group (in which episiotomy was only allowed in
cases of fetal distress), with 339 participants, and
another “routine care” group (337 participants).
Episiotomy rates were significantly lower in the
study group (19.6%) compared to the standard
care group (29.8%, p = 0.004). Five (1.5%) severe
perineal traumas were diagnosed in the study
group versus ten = 3.0% in the controls, which was
not significant, but indicated a trend towards
greater severe perineal trauma in the usual care
group, favoring non-compliance episiotomy. No
differences were observed in any secondary

Episiotomy in Modern Obstetrics OR Episiotomy: It's Time to Stop Cutting!

outcomes. However, the episiotomy rates found
were still high in both groups and it is somewhat
surprising to have a rate of almost 20% of
episiotomies in the “non-episiotomy” group) and the
study was not sufficiently powered to assess the
outcome “severe perineal trauma”. Even so, the
authors judged their results important enough to
conclude that "because decreased use of
episiotomy was not associated with higher rates of
severe ruptures or any other adverse outcomes, we
believe that this procedure can be avoided in both
spontaneous and assisted deliveries vacuum.”¢2

We agree with Sagi-Dain et al. and we
advocate a “never episiotomy” policy. If an
“urgent” episiotomy is necessary in any obstetric
emergency (never electively), this needs to be
adequately proven by randomized clinical trials,
highlighting that the burden of proof falls on the
intervention!

Until such studies are available, we suggest,
since 20084¢ that the best recommendation for
performing an episiotomy can be summed up by
Scott's famous quote (2005)¢3 referring to Eason
and Feldman (2000): "Don't do anything, sit
downl!”.

Figure 13. Normal postpartum intact perineum
without episiotomy (personal archive)

CONCLUSIONS

Based on the results of several studies and
current evidence, the authors can conclude that
there is no difference in perinatal outcomes or
reduction in the incidence of neonatal asphyxia in
deliveries with selective episiotfomy vs. routine
episiotomy. Episiotomy does not protect the
maternal pelvic floor, is more extensive, deeper
and no easier to repair than spontaneous perineal
laceration. Episiotomy increases perineal damage,
chance of postpartum pain and dyspareunia, blood
loss, can lead to complications and entails higher
hospital costs.

Medical Research Archives | https://esmed.org/MRA /index.php /mra/article /view /4068 10



https://esmed.org/MRA/index.php/mra/article/view/4068
https://esmed.org/MRA/mra
http://4.bp.blogspot.com/-Y9Zf78julE8/UCG8bljnV9I/AAAAAAAAAE8/sAsRQSZ3goA/s1600/laceracoes+e+episiotomia.jpg
http://1.bp.blogspot.com/-39IDE6cAfvo/UCG4QeILhJI/AAAAAAAAAEc/awt8ehQd9DY/s1600/perineo+integro+foto.jpg

Medical
Research
Archives

REFERENCES

1.

10.

11.

12.

13.

FIGO Safe Motherhood and Newborn Health
(SMNH) Committee. Management of the second
stage of labor. Int J Gynaecol Obstet.
2012;119(2):111-116.
doi:10.1016/j.ijgo.2012.08.002

Jiang H, Qian X, Carroli G, Garner P. Selective
versus routine use of episiotomy for vaginal
birth.  Cochrane Database  Syst  Rev.
2017;2(2):CD0O00081. Published 2017 Feb 8.
doi:10.1002/14651858.CD000081.pub3
Thorp JM Jr, Bowes WA Jr. Episiotomy: can its
routine use be defended? Am J Obstet
Gynecol. 1989;160(5 Pt 1):1027-1030.
doi:10.1016/0002-9378(89)90152-x
Myers-Helfgott MG, Helfgott AW. Routine use
of episiotomy in modern obstetrics. Should it be
performed? Obstet Gynecol Clin North Am.
1999; 26: 305-25.

Committee on Practice Bulletins-Obstetrics.
ACOG Practice Bulletin No. 198: Prevention
and Management of Obstetric Lacerations at
Vaginal Delivery. Obstet Gynecol.
2018;132(3):e87-e102.

doi:10.1097 /AO0G.0000000000002841
World Health Organization. (2018). WHO
recommendations: intrapartum care for a
positive childbirth experience. World Health
Organization. Accessed March 28, 2023.
https: / /apps.who.int/iris/handle /10665 /260
178.

Ould, Sir Fielding. A Treatise of Midwifery: In
Three Parts. O. Nelson and C. Connor, 1742.
Nugent F. The primiparous perineum after
forceps delivery. Am J Obstet Gynecol. 1935;
30: 249-56. doi:10.1016/S0002-
9378(35)90169-7.

Pomeroy RH. Shall we cut and reconstruct the
perineum for every primipara? Am J Obstet Dis
Women Child. 1918; 78: 211-9.

Delee JB. The prophylactic forceps operation.
Am J Obstet Gynecol. 1920; 254: 66-83.
doi:10.1016/S0002-9378(20)90067 -4
Caldeyro-Barcia R. The Influence of Maternal
Position on Time of Spontaneous Rupture of the
Membranes, Progress of Labor, and Fetal Head
Compression. Birth-issues in Perinatal Care.
1979; 6: 7-15. doi:10.1111/J.1523-
536X.1979.TB01297.X

Harris RE. An evaluation of the median
episiotomy. Am ] Obstet  Gynecol.
1970;106(5):660-665. doi:10.1016,/0002-
9378(70)920385-6

Cohen WR. Influence of the duration of second
stage labor on perinatal outcome and

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Episiotomy in Modern Obstetrics OR Episiotomy: It's Time to Stop Cutting!

puerperal  morbidity.  Obstet  Gynecol.
1977;49(3):266-269.

Brendsel C, Peterson G, Miehl C. The role of
episiotomy in pelvic symptomatology. In:
Kitzenger S, ed. Episiotomy: Physical and
Emotional Aspects. London: National Childbirth
Trust; 1981.

Crawford JS. Episiotomy. Br Med J (Clin Res
Ed). 1982;284(6315):594-595.
doi:10.1136/bm|.284.6315.594

Thacker SB, Banta HD. Benefits and risks of
episiotomy: an interpretative review of the
English language literature, 1860-1980.
Obstet Gynecol Surv. 1983;38(6):322-338.
Sleep J, Grant A, Garcia J, Elbourne D, Spencer
J, Chalmers 1. West Berkshire perineal
management trial. Br Med J (Clin Res Ed).
1984;289(6445):587-590.
doi:10.1136/bmj.289.6445.587

Routine vs selective episiotomy: a randomized
controlled ftrial. Argentine Episiotomy Trial
Collaborative Group. Lancet. 1993;342(8886-
8887):1517-1518.

Jiang H, Qian X, Carroli G, Garner P. Selective
versus routine use of episiotomy for vaginal
birth.  Cochrane Database  Syst  Rev.
2017;2(2):CD0O00081. Published 2017 Feb 8.
doi:10.1002/14651858.CD0O00081.pub3
Hartmann K, Viswanathan M, Palmieri R,
Gartlehner G, Thorp J Jr, Lohr KN. Outcomes of
routine episiotomy: a systematic review. JAMA.
2005;293(17):2141-2148.

doi:10.1001 /joma.293.17.2141

Thorp JM Jr, Bowes WA Jr, Brame RG, Cefalo
R. Selected use of midline episiotomy: effect on
perineal trauma. Obstet Gynecol.
1987;70(2):260-262.

Shiono P, Klebanoff MA, Carey JC. Midline
episiotomies: more harm than good? Obstet
Gynecol. 1990;75(5):765-770.

Klein MC, Gauthier RJ, Jorgensen SH, et al.
Does episiotomy prevent perineal trauma and
pelvic floor relaxation? [published correction
appears in Online J Curr Clin Trials 1992 Sep
12;Doc No 20:[54 words; 1]. Online J Curr Clin
Trials. 1992;Doc No 10:
doi:10.1097/00006254-199404000-00008
Klein MC, Gauthier RJ, Robbins JM, et al.
Relationship of episiotomy to perineal trauma
and morbidity, sexual dysfunction, and pelvic
floor relaxation. Am J Obstet Gynecol.
1994;171(3):591-598.  doi:10.1016,/0002-
9378(94)90070-1

Gu S, Pei J, Zhou C, Zhao X, Wan S, Zhang J,
Adanlawo A, Luo Z, Wu G, Hua X. Selective

Medical Research Archives | https://esmed.org/MRA /index.php /mra/article /view /4068 11



https://esmed.org/MRA/index.php/mra/article/view/4068
https://esmed.org/MRA/mra

Medical
Research
Archives

26.

27.

28.

29.

30.

31.

32.

33.

versus routine use of episiotomy for vaginal

births in Shanghai hospitals, China: a
comparison of policies. BMC Pregnancy
Childbirth. 2022; 22: 475. doi:

10.1186/512884-022-04790-0

Marcellier G, Dupont A, Bourgeois-Moine A, Le
Tohic A, De Carne-Carnavalet C, Poujade O,
Girard G, Benbara A, Mandelbrot L,
Abramowitz L. Risk Factors for Anal Continence
Impairment Following a Second Delivery after
a First Traumatic Delivery: A Prospective Cohort
Study. Journal of Clinical Medicine. 2023;
12(4):1531.
https://doi.org/10.3390/jcm12041531

Faden YA, Fatani AM, Fallatah BM, et al.
Examining the Association Between Episiotomy
and Severe Perineal Tears in a Tertiary Care
Center Implementing a Restrictive Episiotomy
Policy. Cureus. 2022;14(11):e31606.
Published 2022 Nov 17.

doi:10.7759 /cureus.31606

Min L, Xudong D, Qiubo L, et al. Two-year
follow-up and comparison of pelvic floor muscle
electromyography after first vaginal delivery
with and without episiotomy and its correlation
with urinary incontinence: A prospective cohort
study. Acta  Obstet Gynecol Scand.
2023;102(2):200-208.
doi:10.1111/aogs.14487

Benti Terefe A, Gemeda Gudeta T, Teferi
Mengistu G, Abebe Sori S. Determinants of
Pelvic Floor Disorders among Women Visiting
the Gynecology Outpatient Department in
Wolkite  University  Specialized  Center,
Wolkite, Ethiopia. Obstet Gynecol Int.
2022;2022:6949700. Published 2022 Aug
13. doi:10.1155/2022/6949700
Sangkomkamhang U, Kongwattanakul K,
Kietpeerakool C, et al. Restrictive versus routine
episiotomy among Southeast Asian term
pregnancies: a  multicentre  randomised
controlled trial. BJOG. 2020;127(3):397-403.
doi:10.1111/1471-0528.15982

Mahgoub S, Piant H, Gaudineau A, Lefebvre F,
Langer B, Koch A. Risk factors for obstetric anal
sphincter injuries (OASIS) and the role of
episiotomy: A retrospective series of 496 cases.
J Gynecol Obstet Hum Reprod.
2019;48(8):657-662.
doi:10.1016/j.jogoh.2019.07.004

Anderson CJ, Kilpatrick C. Supporting patients'
birth plans: theories, strategies & implications
for nurses. Nurs Womens Health.
2012;16(3):210-218.  doi:10.1111/j.1751-
486X.2012.01732.x

Logue TC, Wen T, Arditi B, et al. Trends in and
Factors Associated with Episiotomy in the

34.

35.

36.

37.

38.

39.

40.

41.

Episiotomy in Modern Obstetrics OR Episiotomy: It's Time to Stop Cutting!

Setting of Nonoperative Vaginal Delivery,
2000-2018. Obstet Gynecol.
2022;139(1):110-112.

doi:10.1097 /A0G.0000000000004631
Blondel B, Alexander S, Bjarnadéttir RI, et al.
Variations in rates of severe perineal tears and
episiotomies in 20 European countries: a study
based on routine national data in Euro-Peristat
Project. Acta Obstet Gynecol Scand.
2016;95(7):746-754.

doi:10.1111 /aogs.12894

Teixeira C, Lorthe E, Barros H. Time trends in
episiotomy and severe perineal tears in
Portugal: a nationwide register-based study.
BMC Pregnancy Childbirth. 2022;22(1):976.
Published 2022 Dec 28. doi:10.1186/s12884-
022-05314-6

Goldberg J, Purfield P, Roberts N, Lupinacci P,
Fagan M, Hyslop T. The Philadelphia
Episiotomy Intervention Study. J Reprod Med.
2006;51(8):603-609.

Diniz SG, Chacham AS. "The cut above" and
"the cut below": the abuse of caesareans and
episiotomy in Sdo Paulo, Brazil. Reprod Health
Matters. 2004;12(23):100-110.
doi:10.1016/50968-8080(04)23112-3
Carmo Leal Md, Pereira AP, Domingues RM, et
al. Obstetric interventions during labor and
childbirth in Brazilian low-risk women. Cad
Saude Publica. 2014;30 Suppl 1:S1-S16.
doi:10.1590/0102-311x00151513

de Menezes FR, da Silva TPR, Felisbino-Mendes
MS, et al. Influence of the COVID-19 pandemic
on labor and childbirth care practices in Brazil:
a cross-sectional study. BMC Pregnancy and
Childbirth. 2023 Feb;23(1):91. doi:
10.1186/512884-023-05358-2.

Medina ET, Mouta RJO, Carmo CND, Filha
MMT, Leal MDC, Gama SGND. Boas prdticas,
infervengbes e  resultados: um  estudo
comparativo entre uma casa de parto e
hospitais do Sistema Unico de Sadde da Regido
Sudeste, Brasil [Good practices, interventions,
and results: a comparative study between a
birthing center and hospitals of the Brazilian
Unified National Health System in the
Southeastern  Region, Brazil] [published
correction appears in Cad Saude Publica.
2023 May 26;39(5):eER160822]. Cad Saude
Publica. 2023;39(4):e00160822. Published
2023 Apr 17. doi:10.1590/0102-
311XPT160822

Wagner M. Episiotomy: a form of genital
mutilation. Lancet. 1999;353(9168):1977-
1978. doi:10.1016/S0140-6736(05)77197-
X

Medical Research Archives | https://esmed.org/MRA /index.php /mra/article /view /4068 12



https://esmed.org/MRA/index.php/mra/article/view/4068
https://esmed.org/MRA/mra

Medical
Research
Archives

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Davis-Floyd R. Birth as an American Rite of
Passage. University of California Press;
1993:382. Acessed March 28, 2023.
https://doi.org/10.1525 /california /9780520
229327.001.0001

Davis-Floyd R. From doctor to healer: the
transformative journey. Rutgers University
Press; 1998.

Diniz CSG. Entre a técnica e os direitos
humanos:  possibilidades e  limites da
humanizagdio da assisténcia ao parto. Sdo
Paulo: Universidade de Sd&o Paulo; 2001.
Acessed March 28, 2023.
https://docplayer.com.br/32913-Entre-a-
tecnica-e-os-direitos-humanos-possibilidades-
e-limites-da-humanizacao-da-assistencia-ao-
parto.htm

Sandall J, Soltani H, Gates S, Shennan A,
Devane D. Midwife-led continuity models versus
other models of care for childbearing women.
Cochrane Database Syst Rev.
2016;4(4):CD004667. Published 2016 Apr
28. doi:10.1002/14651858.CD004667 .pub5
Amorim MMR de, Katz L. O papel da
episiotomia na obstetricia moderna. Femina.
2008; 36: 47-54.

Ecker JL, Tan WM, Bansal RK, Bishop IJT,
Kilpatrick SJ. Is there a benefit to episiotomy at
operative vaginal delivery? Observations over
ten years in a stable population. Am J Obstet
Gynecol. 1997;176(2):411-414.
doi:10.1016/5s0002-9378(97)70507-6

Kudish B, Blackwell S, Mcneeley SG, et al.
Operative vaginal delivery and midline
episiotomy: a bad combination for the

perineum. Am J Obstet Gynecol.
2006;195(3):749-754.
doi:10.1016/j.0jog.2006.06.078

Zhu L, Yang J, Wang J, et al. Zhonghua Yi Xue
Za Zhi. [Restrictive use of episiotomy for low
forceps delivery]. 2015;95(17):1328-1330.
Amorim MM, Albuquerque MA, Cunha ACMC,
Sales LM, Resende AC. Perineal outcomes of
operative vaginal deliveries without
episiotomy: A cohort study. Int J Gynecol
Obstet. 2021;155 Suppl. 2: 270.

Gherman RB, Gonik B. Shoulder dystocia. In:
Sciarra JJ, ed. Gynecology and Obstetrics.
Philadelphia: Lippincott, Williams e Wilkins;
2003.

American Academy of Family Phisicians.
Advanced life support in obstetrics (ALSO)
Manual; 2022.

Baxley EG, Gobbo RW. Shoulder dystocia. Am
Fam Physician. 2004;69(7):1707-1714.
Woolley RJ. Benefits and risks of episiotomy: a
review of the English-language literature since

55.

56.

57.

58.

59.

60.

61.

62.

63.

Episiotomy in Modern Obstetrics OR Episiotomy: It's Time to Stop Cutting!

1980. Part Il. Obstet
1995;50(11):821-835.
doi:10.1097/00006254-199511000-00021
Visco P, Tocca A, Russo PL. Considerazioni
sull'episiotomia:  aspetti clinici, tecnici e
psicologici [Episiotomy: clinical, technical and
psychological aspects]. Minerva Ginecol.
1996;48(1-2):39-43.

World Health Organization, United Nations
Population Fund & United Nations Children's
Fund (UNICEF). (2017). Managing
complications in pregnancy and childbirth: a
guide for midwives and doctors, 2nd ed. World
Health Organization. Acessed March 28, 2023.
https: //apps.who.int/iris/handle /10665 /255
760.

Steiner N, Woeintraub AY, Wiznitzer A,
Sergienko R, Sheiner E. Episiotomy: the final cut?
Arch Ginecol. Obstet. 2012;286(6):1369-
1373. doi:10.1007 /s00404-012-2460-x
Amorim MMR, Maia SB, Leite DFB, et al.
Assisténcia humanizada ao parto no Instituto de
Saudde Elpidio de Almeida (ISEA): resultados
maternos. Saude Ciéncia. 2010;1:80-6.
Amorim MMR, Melo FO, Leite D, et al. V30
Humanization of childbirth in Brazil: results in a
public maternity in Northeast. International
Journal of Gynecology & Obstetrics.
2009;107: S405-S405.
https://doi.org/10.1016/S0020-
7292(09)61467-3

Amorim MMR, Melo FO, Leite D, et al. O606
Humanization of childbirth in a public hospital
of Brazil: maternal and neonatal outcomes.
International  Journal of Gynecology &
Obstetrics. 2009; 107: S265-S265.
https://doi.org/10.1016/S0020-
7292(09)60979-6

M Amorim M, Coutinho IC, Melo |, Katz L.
Selective episiotomy vs. implementation of a
non-episiotomy protocol: a randomized clinical
trial [published correction appears in Reprod
Health. 2017 Oct 24;14 (1):135. M Amorim, M
[corrected to Amorim, Melania M]]. Reprod
Health. 2017;14(1):55. Published 2017 Apr
24. doi:10.1186/512978-017-0315-4
Sagi-Dain L, Kreinin-Bleicher |, Bahous R, et al.
Is it time to abandon episiotomy use? A
randomized controlled trial (EPITRIAL). Int
Urogynecol J. 2020;31(11):2377-2385.
doi:10.1007 /s00192-020-04332-2
Scott JR. Episiotomy and vaginal
Obstet Gynecol Clin North Am.
2005;32(2):307-x.
doi:10.1016/j.09c.2004.12.001

Gynecol  Surv.

trauma.

Medical Research Archives | https://esmed.org/MRA /index.php /mra/article /view /4068 13



https://esmed.org/MRA/index.php/mra/article/view/4068
https://esmed.org/MRA/mra
https://apps.who.int/iris/handle/10665/255760
https://apps.who.int/iris/handle/10665/255760

