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Abstract
Perineal trauma is common in vaginal delivery and can cause short- and long-term
complications. This study aimed to assess the incidence of perineal trauma and its risk factors
during childbirth in Baghdad during the study period so that through recognizing these factors,
we can help to control and reduce the injuries. An observational study was carried out from the
1st of August to the end of December 2021. Complete information regarding maternal age,
parity, gestational age, mode of vaginal delivery, time of admission, time of delivery, duration
of the first and second stage and whether labor was spontaneous, induced or accelerated,
cervical dilatation on admission birth weight of the baby, then the most important type and
degree of maternal trauma or laceration, all this included in this study. Statistical analysis was
done using SPSS version 23 computer software. The total number of patients who delivered
vaginally within the period of this study were 721 ladies, 64 patients of them have different
types of and degrees of genital tract trauma.
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The number of primipara was 15 with an age range between 18 to 38 years and a mean of 26.3,
while the number of multipara was 49 with an age range between 18 to 40 years with a mean
of 29.7. The number of patients with episiotomy was 16. A higher proportion of multiparous
women 59.2% had perineal tears (1st +2nd) degree compared to primiparous women 6.7%, this
result with statistically significant differences. The perineal tears were the most frequent type of
obstetrical injuries followed by vaginal wall tears and extension of episiotomy. We need further
studies in different areas and an increase in the sample size to give us the correct statistical
analysis.
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Introduction
Perineal trauma is common in vaginal delivery and can cause short- and long-term complications [1-2]. Soft
tissue organs in the genital tract and the adjacent organs can be traumatized during childbirth due to an
episiotomy, spontaneous laceration or both [3]. The morbidity related to perineal trauma is one of the major
health problems that affect thousands of women. More than 60% of women suffer from perineal trauma
following their spontaneous vaginal delivery, and about 1000 women every day need to have their perineum
repaired after childbirth [4]. The incidence of perineal trauma varies in different studies. Eighty-five percent of
British women and 91% of Spanish women have experienced degrees of birth trauma [5-6]. The number of
incidences in Iraq is not clear, but in some studies, the episiotomy rate has been reported from 41.5% to 97%
[7-9]. Perineal trauma during childbirth is accompanied by short-term and long-term complications such as
bleeding, hematoma infection, an abscess, the need to suture, urine and faecal incontinence, weak pelvic floor
muscles, dyspareunia and persistent perineal pain, which affect the interaction between the mother and baby,
sexual activity, breastfeeding and the postpartum recovery feeling [10-11]. The factors related to perineal
trauma in various studies are different. In some studies, the maternal age [12-13], parity [5,9,12,13], the
maternal position during childbirth [4]), induction of labor [13], the gestational age [13], the birth weight [14],
the foetal malpresentation and malposition [4], the instrumental delivery [10], shoulder dystocia [15],
precipitated labor [4], the duration of the second stage of labor [5], maternal education [14], the male infant
[2,10], birth in a private hospital [2] and the race [10] have all been proposed as factors related to the perineal
injury. However, other studies have found that the neonatal weight [8, 9, 15], obesity [16], maternal age [2,16],
the duration of the second stage [9], the neonatal head circumference [9] and the maternal education [9] were
not associated with perineal trauma. These differences could be due to differences in the study populations. In
some studies, only episiotomy has been investigated [9] and in others, a perineal laceration [8]. Also in several
studies, severe three and four degrees, perineal trauma has been examined [10]. Although the current approach
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in perineal management is reducing the episiotomy rate, the amount of perineal trauma due to an increase in
the number of first and second-degree tears is still above [17]. As one of the important tasks in the management
of vaginal delivery is the protection of the perineum and considering the findings on the factors associated with
birth injuries are controversial, we are trying to assess the incidence of perineal trauma and its risk factors
during childbirth in Baghdad during the study period so that through recognizing these factors, we can help to
control and reduce the injuries

Methodology
An observational study was carried out from the 1st of August to the end of December 2021. Deliveries
performed at a single institution were included in this study. The pregnant patients who delivered vaginally
after completing 37 weeks of gestation primigravida or multigravida. Complete information regarding maternal
age, parity, gestational age, mode of vaginal delivery, time of admission, time of delivery, duration of the first
and second stage and whether labor was spontaneous, induced, or accelerated, cervical dilatation on admission
birth weight of the baby, then the most important type and degree of maternal trauma or laceration, all this
included in this study. The studied patients were either admitted to the hospital in spontaneous labor or referred
from the antenatal care units or private clinics. The gestational age was recorded according to the last menstrual
period, early pregnancy ultrasound and clinical examination and by pediatric assessment of the newborn after
birth. The behavior of the patient during labor was assessed as cooperative or uncooperative according to the
patient's observed reaction during labor and also the patient’s cooperation with the attendants at various stages
of labor. Data were translated into codes using a specially designed coding sheet and then interred into a
computer system. An expert statistical advice was sought for it. Statistical analysis was done using SPSS version
23 computer software. Frequency distribution for selected variables was done first. The statistical significance
of differences between 2 proportions was assessed by fisher’s exact test. The statistical significance of the
difference between the 2 means was assessed by independent samples of students' tests. Multiple logistic
models were constructed to study the neat and independent effect of parity, episiotomy and birth weight of the
baby on the risk of having a perineal tear in patients with obstetrical injuries.

Results
The total number of patients who delivered vaginally within the period of this study were 721 ladies, 64 patients
of them have different types of and degrees of genital tract trauma. As shown in figure 1: The total number of
vaginal deliveries for this period was 721, with only 64 of them with obstetrical injuries with incidence = 8.8%.
As shown in Table 1: the number of primipara was 15 with an age range between 18 to 38 years and a mean of
26.3, while the number of multiparas was 49 with an age range between 18 to 40 years with a mean of 29.7.
Also, we show the mean birth weight for babies in primipara and multipara was 3.7. The mean duration of 2nd
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stage of labor in primipara was 29.7, and in multipara were 13.1. As shown in figure 2 the percentage of our
patients, primipara =15 with percentage =24.6%, while multipara =49 with percentage=75.4%. As shown in
figure 3, only 3 of the patients with induction of labor, 25 patients with acceleration, the rest of patients
delivered spontaneously. As shown in table2, the number and incidence of each obstetrical trauma and
according to the patients if she episiotomy or not. The number of patients with episiotomy was 16. As shown in
table 3, a higher proportion of multiparous women 59.2% had perineal tears (1st +2nd) degree compared to
primiparous women 6.7%, this result with statistically significant differences. While a higher proportion of
primiparous women 53.3% had vaginal wall tears compared to multiparous 26.5% these differences failed to
reach the level of statistical significance. There was no statistically significant difference in the relative frequency
of periurethral injuries and vulval lacerations between primiparous and multiparous women. Multiple logistic
models considering the development of perineal tear as the dependent variable was constructed. It was shown
that neglecting to do episiotomy increased the risk of having perineal tear by 9 times after adjusting for the
effect of parity and birth weight of baby which is higher than the risk 6.2 associated with multiparity compared
to primipara. It's worthy to mention here that women who are multipara without episiotomy have 15.2 times
the risk of having a perineal tear compared to primipara with episiotomy. The model was statistically significant
and predicted 70% of patients with perineal tear accurately.

Table 1: Mean and SD of variables in primipara compared to multipara
Variables

Primipara (n=15)

Multipara (n=49)

P. value

Mean ± Sd

Mean ± Sd

Age in year

26.3±6.1

29.7±5.1

0.03

Birth weight kg

3.7±0.3

3.7±0.5

0.72

Duration of 2nd stage

29.7±9.2

13.1±6.8

0.34

of labour (minutes)
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Figure 1: Bar chart showing the frequency distribution of study sample by obstetrical injuries

Figure 2: Pie chart showing the frequency distribution of study sample by parity
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Figure 3: Pie chart showing the frequency distribution of the study sample by mode of delivery

Table 2: Comparison of the relative frequency of different types of obstetrical injuries in patients with and
without episiotomy
Without

With

episiotomy(n=48)

(n=16)

injuries

N

%

N

%

First and second degree

28

60.4

1

6.3

<0.001

Extension of episiotomy

0

0

14

87.5

<0.001

Vaginal wall tear

12

25.0

9

56.3

0.025

Periurethral laceration

6

12.5

2

12.5

0.68

Vulval laceration

1

2.1

1

6.3

0.44

Cervical tear

4

8.3

2

12.5

0.47

Infralevator hematoma

0

0

1

6.3

0.25

Types

of

obstetrical

episiotomy

P (Fisher s
exact test)

perineal tear
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Table 3: Comparison of the relative frequency of different types of obstetrical injuries in primipara and
multipara
Primipara(n=15)

Multipara (n=49)

Types of obstetrical injuries

N

%

N

%

First

1

6.7

29

59.2

<0.001

Extension of episiotomy

12

80.0

2

4.1

<0.001

Vaginal wall tear

8

53.3

13

26.5

0.05

Periurethral laceration

1

6.7

7

14.3

0.39

Vulval laceration

0

0

2

4.1

0.58

Cervical tear

3

20.0

3

6.1

0.13

Infralevator hematoma

1

6.7

0

0

0.23

and

second

degree

P (Fishers
exact test)

perineal tear

Table 4: Multiple logistic model for the risk of having perineal by 3 independent variables
Variables

OR

P

Multipara (compared to primipara)

6.2

0.03

Episiotomy not done

9

*Adjusting for birth weight of baby
Predictive power of the model =70%

Discussion
This study aimed to assess the incidence of perineal trauma and its risk factors during childbirth. The total
number of vaginal deliveries for this period was 721, only 64 of them with obstetrical injuries with incidence =
8.8%. For all patients repair was done in the delivery room, only one was sutured in the theatre under general
anesthesia. This is in contrast to several previous studies in which an incidence of less than 3% has been
reported, however an incidence of up to 24% was reported by other authors, the reason for an increasing number
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of reported cases and the differences between the studies is unclear, probably due to the efficiency of the staff
in the delivery room and also who is conducting labor. The overall rate of 6.6% of nulliparae, and 2.3% of
multiparae falls within estimates for anal sphincter trauma in the UK [18-20]. obstetric anal sphincter injury
was highest among women with a planned hospital delivery; a setting that is associated with more intrapartum
interventions such as operative vaginal delivery is associated with a greater risk of perineal trauma [21].In the
univariate analysis and sphincter, tears were significantly associated with nulliparity, pathological duration of
labor oxytocin augmentation and fetal weight, maternal age. Episiotomy is a widely performed intervention in
childbirth despite poor scientific evidence for it[22]. The number of primipara was 15 with an age range between
18 to 38 years and a mean of 26.3, while the number of multiparas was 49 with an age range between 18 to 40
years with a mean of 29.7. Also, we show the mean birth weight for babies in primipara and multipara was 3.7.
The mean duration of 2nd stage of labor in primipara was 29.7, and in multipara were 13.1. Anal incontinence
is reported by 4.3% (95% confidence interval (CI): 3.5 to 5.9) of women aged 15 to 60 years [23]. In this study,
we found that only 3 of the patients with induction of labor, 25 patients with acceleration, the rest of the patients
delivered spontaneously. A systematic review has estimated the prevalence of any post-partum urinary
incontinence with a vaginal delivery as 31% (95% CI: 30 to 33%), and weekly or daily incontinence as 12% (95%
CI: 11 to 13%) and 3% (95% CI: 3 to 4%), respectively [24]. Sexual dysfunction [25-27], and post-partum perineal
pain may also occur [28-29]. A large prospective survey of Swedish postpartum women reported that 8%
(167/2,154) of women had not had sexual intercourse within six months after childbirth; of those with an anal
sphincter injury, the proportion was higher at 13.6% [30]. In this study, we found a higher proportion of
multiparous women 59.2% had perineal tears (1st +2nd) degree compared to primiparous women 6.7%, this
result with statistically significant differences. While a higher proportion of primiparous women 53.3% had
vaginal wall tears compared to multiparous 26.5% these differences failed to reach the level of statistical
significance. There was no statistically significant difference in the relative frequency of periurethral injuries
and vulval lacerations between primiparous and multiparous women. Factors consistently shown to be
associated with perineal tears involving the anal sphincter are instrumental delivery, [31-36] with forceps
associated with a higher risk than ventouse, [31-34] longer duration of the second stage of labor, [37-40]
nulliparity, [32-33] large for gestational age or birth weight [34-36], and occipito posterior (OP) position [32,39].
Multiple logistic models considering the development of perineal tear as the dependent variable was constructed.
It was shown that neglecting to do episiotomy increased the risk of having perineal tear by 9 times after
adjusting for the effect of parity and birth weight of baby which is higher than the risk 6.2 associated with
multiparity compared to primipara. It’s worthy to mention here that a woman who is multipara without
episiotomy has 15.2 times the risk of having perineal tear compared to primipara with episiotomy. Episiotomy
as a risk or protective factor for OASIS is controversial: some studies report a reduced risk with a mediolateral
incision, [5, 21, 22] and others are either inconclusive, [7, 24, 26] or report increased risk [31]. However,
randomized controlled trials (RCTs) have failed to demonstrate a significant reduction in OASIS in women who
received an episiotomy compared with women who did not [32, 33]. The role ethnicity plays as a risk factor for
OASIS is also unclear [34–36]. All episiotomies involved a mediolateral incision, which is recommended practice
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in the UK [41]. The impact of episiotomy on OASIS is not conclusive, with many of the existing studies which
reported a protective effect being of a retrospective design, thus at risk of bias due to non-standardized and
incomplete data collection methods.

Conclusion
We concluded that the perineal tears were the most frequent type of obstetrical injuries followed by vaginal wall
tears and extension of episiotomy. Neglecting the episiotomy and multiparity increased the risk of having
perineal tears while the big size of the newborn had no association with the type of injury.

Recommendation
We need further studies in different areas and increase the sample size to give us the correct statistical analysis.
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