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PISIOTOMY IS AMONG THE MOST

common surgical procedures

experienced by women in the

United States.' Thirty percent to
35% of vaginal births include episi-
otomy.>? Episiotomy became routine
practice well before emphasis on us-
ing outcomes research to inform prac-
tice. In seeking to establish an evi-
dence base to support or refute the use
of episiotomy, randomized clinical trials
in the mid and late 1980s found that
routine episiotomy compared with re-
strictive use was associated with higher
risk of anal sphincter and rectal inju-
ries and precluded a woman from giv-
ing birth with an intact or minimally
damaged perineum.*” Larger trials in
more varied populations followed in the
1990s, with similar results. Investiga-
tors also began to assess longer-term
outcomes such as persistent pain, pel-
vic floor defects, urinary and rectal con-
tinence, and sexual function and sat-
isfaction.

Despite decades of research, which
many interpret as definitive evidence
against routine use of episiotomy, little
professional consensus has developed
about the appropriateness of routine
use. Lack of consensus is illustrated by
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Context Episiotomy at the time of vaginal birth is common. Practice patterns vary widely,
as do professional opinions about maternal risks and benefits associated with routine use.

Objective To systematically review the best evidence available about maternal out-
comes of routine vs restrictive use of episiotomy.

Evidence Acquisition We searched MEDLINE, Cumulative Index to Nursing and
Allied Health Literature, and Cochrane Collaboration resources and performed a hand
search for English-language articles from 1950 to 2004. We included randomized con-
trolled trials of routine episiotomy or type of episiotomy that assessed outcomes in
the first 3 postpartum months, along with trials and prospective studies that assessed
longer-term outcomes. Twenty-six of 986 screened articles provided relevant data.
We entered data into abstraction forms and conducted a second review for accuracy.
Each article was also scored for research quality.

Evidence Synthesis Fair to good evidence from clinical trials suggests that immedi-
ate maternal outcomes of routine episiotomy, including severity of perineal laceration,
pain, and pain medication use, are not better than those with restrictive use. Evidence is
insufficient to provide guidance on choice of midline vs mediolateral episiotomy. Evi-
dence regarding long-term sequelae is fair to poor. Incontinence and pelvic floor out-
comes have not been followed up into the age range in which women are most likely to
have sequelae. With this caveat, relevant studies are consistent in demonstrating no ben-
efit from episiotomy for prevention of fecal and urinary incontinence or pelvic floor re-
laxation. Likewise, no evidence suggests that episiotomy reduces impaired sexual function—
pain with intercourse was more common among women with episiotomy.

Conclusions Evidence does not support maternal benefits traditionally ascribed to rou-
tine episiotomy. In fact, outcomes with episiotomy can be considered worse since some
proportion of women who would have had lesser injury instead had a surgical incision.
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variation in use. At 18 Philadelphia hos-
pitals studied in the mid 1990s, 42% of
women overall had an episiotomy,
while hospital averages ranged from
20% to 73%.8 From 1987 to 1992, Low
and colleagues’ documented clinician-
level variation from 13.3% to 84.6%,
with an average of 51% among spon-
taneous term births in a prospectively
enrolled population of uncomplicated
births. Wide variation existed among
both midwives and physicians. Varia-
tion has also been reported by time of
day'® and by facility type, size, and lo-
cation." Obstetric health care practi-
tioners who view episiotomy favor-
ably endorse survey items that state that

episiotomy should be used to “pre-
vent perineal trauma and to prevent pel-
vic floor relaxation and the conse-
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quences of pelvic floor relaxation, such
as bladder prolapse and urinary incon-
tinence.” Furthermore, they agree with
the statement that they “prefer to em-
ploy episiotomy frequently because it
is easier to repair than the laceration
that results when episiotomy is not
used.”'? Simultaneous belief in preven-
tion of future sequelae and ease of re-
pair creates potential for misattrib-
uted motivations.

National data on use of episiotomy
show a consistent decline over the prior
2 decades.'? However, persistent wide
practice variation suggests that episi-
otomy use is heavily driven by local pro-
fessional norms, experiences in train-
ing, and individual practitioner
preference rather than variation in the
needs of individual women at the time
of vaginal birth. Our goal was to refo-
cus attention on routine episiotomy by
systematically reviewing the best evi-
dence available about the maternal out-
comes of routine vs restrictive use of
episiotomy, including type of episi-
otomy. Specifically, we sought to de-
scribe maternal outcomes such as de-
gree of perineal injury and pain close
to the time of birth, as well as longer-
term outcomes such as urinary and fe-
cal incontinence, pelvic floor defects,
and sexual dysfunction.

EVIDENCE ACQUISITION

We sought studies that (1) reported out-
comes related to episiotomy and peri-
neal injury at the time of vaginal birth;
(2) were published in English; (3) had
more than 40 participants; and (4) re-
ported original research.” For sum-
mary of short-term maternal outcomes
of routine vs restrictive use of episi-
otomy or of episiotomy type, we lim-
ited searches to randomized clinical
trials. For longer-term outcomes, such
as incontinence, pelvic floor defects, and
sexual function, we included both trials
and prospective cohorts.

In collaboration with a research li-
brarian, we searched MEDLINE, Coch-
rane Collaboration resources, and the
Cumulative Index to Nursing and Al-
lied Health Literature using the search
terms episiotomy and labor stage, sec-
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ond. We then hand-searched refer-
ence lists of research articles, reviews,
and texts and consulted with our ad-
visory group to ensure full identifica-
tion of relevant articles from 1950
through May 2004. We conducted dual
independent reviews of abstracts and
a single review of full articles to apply
the inclusion criteria. Initial data ab-
straction was done by KH., M.V, R.P.,
G.G.,and].T. and a second team mem-
ber assessed initial entries for accu-
racy, completeness, and consistency.
The 2 abstractors, with the full team as
needed, reconciled discrepancies.

To rate quality of individual ar-
ticles, 2 authors independently rated
each article. A third author reviewed
scores and flagged differences. We rec-
onciled any differences in component
or overall quality classification by con-
sensus. To grade the global strength of
evidence relevant to specific out-
comes, we used the approach de-
scribed by West and colleagues.'* That
system encompasses 3 domains: (1)
quality of the individual studies as as-
sessed by examination of a checklist of
specific elements of study design and
conduct; (2) quantity of relevant stud-
ies identified (including number of
studies and adequacy of the sample
size); and (3) consistency of findings.
Grades for strength of evidence were as-
signed by consensus."

Although meta-analysis was not the
primary goal, we calculated summary
measures when possible. Variation be-
tween studies was assessed using tests
of homogeneity, including exact tests
as required. Scarcity of studies with
similar exposure categories, outcome
measures, and timing of measurement
often prohibited calculation of sum-
mary measures and examination of
sources of heterogeneity. For sum-
mary estimates, we required similar
measures in the same time frame. When
heterogeneity was observed (P<.10),
we used DerSimonian and Laird ran-
dom-effects models to generate sum-
mary measures.” If no meaningful het-
erogeneity was found, we applied
Mantel-Haenszel fixed-effects models
to estimate summary measures.

EVIDENCE SYNTHESIS

Our search identified 986 articles; 659
were excluded after reviewing the ab-
stract. We reviewed the full texts of
327 articles. Twenty-six met inclu-
sion criteria.

Maternal Postpartum Outcomes

Seven randomized trials, with a total of
5001 participants, compared restric-
tive vs routine use of episiotomy.*** Six
of the 7 trials used mediolateral episi-
otomy. The only North American trial,
conducted in Canada, used midline epi-
siotomy, which is more conventional in
the United States.'” Each trial com-
pared 2 groups: a group in which the ob-
stetric health care practitioner was to re-
strict use of episiotomy and a group with
a liberal use policy that endorsed rou-
tine use. The strictest definition of re-
strictive use was to avoid episiotomy un-
less indicated for fetal well-being.'®**
Other definitions pivoted on instruc-
tions to “avoid episiotomy,” use only
when “medically necessary,” or not per-
form episiotomy for the purpose of
avoiding a laceration.''**! The largest
trial defined restrictive use as only for
fetal indications or to avoid severe lac-
erations.” Routine use groups were de-
fined in terms such as “routinely con-
ducted,” “usual care,” and “elective.”'”?!
Two studies described routine as use to
preempt a tear.'*

Overall, inclusion criteria for these
studies were poorly specified. Gener-
ally, participants had term births of
singletons with vertex presentation.
Three studies enrolled only women
having a first birth, which eliminates in-
fluence of prior perineal trauma on trial
outcomes.'”**? In studies without par-
ity restrictions, the proportion of
women who were primiparous ranged
from 40% to 68%, with good balance
between study groups.'®'%2° In 1 ex-
ception, multiparous women were
somewhat more likely to be in the re-
strictive use group.'®

Each study focused on normal spon-
taneous vaginal births. To reduce the
number of operative vaginal deliveries
or cesarean births, most trials allocated
women as close to birth as feasible. The
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]
Table 1. Perineal Injury Outcomes of Clinical Trials of Routine vs Restrictive Episiotomy Use

Total No. of Intact Episiotomy Fot]-:g-dDecgree Anterior  Any Use of
Source Participants Group No. Perineum, % Performed, % Tear, % Tears, %  Suturing, %
Sleep et al,'® 1984 1000 Routine 502 24.3 51.4 0.2 17.3 78.0
Restrictive 498 33.9 10.2 0.8 26.3 69.0
Harrison et al,'” 1984 181 Routine 89 Co 44.9 5.6
Restrictive 92 20.6 7.6 0.0
House et al,'® 1986 165 Routine 71 1.3 69.0 1.4
Restrictive 94 42.6 18.1 0.0 L
Klein et al,'® 1992 703 Routine 350 12.6 93.7 7.4 10.6
Restrictive 353 19.2 43.8 7.7 14.9 o
Argentine Episiotomy Trial 2606 Routine 1298 82.6 1.5 8.1 88.1
Collaborative Group,? 1993 Restrictive 1308 . 30.1 1.1 19.2 63.0
Eltorkey and Nuaim,?' 1994 200 Routine 100 7.0 83.0 0.0 18.0 85.0
Restrictive 100 28.0 53.0 0.0 12.0 67.0
Dannecker et al,?? 2004 146 Routine 76 10.0 76.7 8.3 41.7
Restrictive 70 28.6 40.8 4.1 55.1

Abbreviation: Ellipses indicate data not reported.

proportion of assisted vaginal births
ranged from 0 to 5%'®'-*! up to
15%.171822n 2 cases, authors noted the
number of cesarean births and exclu-
sion from further analyses.'**? Both of
these studies enrolled women during
prenatal care, an approach that im-
proved representativeness of the popu-
lation, making exclusion from analysis
logical.

Perineal Outcomes. The strongest
trial (good quality) was the first con-
ducted,'® which achieved a wide gra-
dient of episiotomy use: 10.2% in the
restrictive use group and 51.4% in the
routine use group. Women in the re-
strictive use group were more likely to
have an intact perineum; 33.9% in the
restrictive use group had neither pos-
terior perineal lacerations nor episi-
otomy compared with 24.3% in the rou-
tine use group. Third- and fourth-
degree lacerations were rare (0.5%
overall) and did not differ by group.
Among nulliparous women, 74% of the
restrictive use group compared with
89% of the routine use group required
any suturing, including for anterior or
labial lacerations. For multiparous
women, 66% of the restrictive use group
and 69% of the routine use group re-
quired sutures.'

The largest trial was a multisite
Argentine study of fair quality, with
2606 participants.®® This study docu-
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mented decreased risk of posterior peri-
neal surgical repair (relative risk [RR],
0.72; 95% confidence interval [CI],
0.68-0.75) and a 2.4-fold increase in risk
of anterior tears among women in the
restrictive use group (95% CI, 1.89-
2.94) compared with routine use. Sixty-
three percent of women in the restric-
tive use group had a surgical repair
compared with 88% in the routine use
group. Pain and healing complica-
tions were less frequent in the restric-
tive use group.

Results of the remaining trials were
compatible with these findings
(TABLE 1): intact perineum was uni-
formly less common in the routine com-
pared with the restrictive use group (RR,
0.46;95% CI, 0.30-0.70).'018:192122 With
2 exceptions,'®" studies reported more
third- and fourth-degree lacerations in
the routine use group. All trials were
underpowered to distinguish differ-
ences, with a total of 105 rectal injuries
among 5001 participants (RR for rou-
tine vsrestrictive use, 1.13;95% CI, 0.78-
1.65).122 Anterior lacerations, includ-
ing anterior labial lacerations, were more
common in the restrictive use groups in
4 studies'®'***?* and in the routine use
group in 1 study.?! Anterior lacerations
did not contribute to overall higher use
of suturing, suggesting that these tears
were less severe than posterior tears.
Need for any suturing was 26% higher

in the routine use groups (RR, 1.26;95%
CI, 1.08-1.48) 102021

Pain Outcomes. Five studies as-
sessed pain outcomes (TABLE 2).1018-20.22
Sleep and colleagues used midwives
masked to group to assess pain at 10
postpartum days.'® Participants re-
ported their pain severity in the prior 24
hours. Severity was virtually identical be-
tween groups: in the routine use group,
14.6% had mild pain, 7.8% had moder-
ate pain, and 0.2% had severe pain; re-
spective proportions for the restrictive
use group were 14.1%, 7.5%, and 0.9%.
Use of oral analgesics by postpartum day
10 was rare and comparable at 2% and
3%, respectively. Pain outcomes were
also comparable at 3 months.

House and colleagues reported that
level of pain was more severe on the
third postpartum day in the routine use
group.'® They assessed pain using a vi-
sual analog scale during an interview
conducted by an author (masking was
notnoted). On day 3 in the routine use
group, 11% had severe pain, 34% had
moderate pain, and 55% had mild pain;
respective categories for the restric-
tive use group were 10%, 22%, and 68%.
The restrictive use group had less ten-
derness on examination on the third
postpartum day: 79% had mild or mini-
mal pain, 18% had moderate pain, and
3% had severe pain compared with 51%,
39%, and 10% in the routine use group,

(Reprinted) JAMA, May 4, 2005—Vol 293, No. 17 2143
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]
Table 2. Perineal Pain Outcomes of Clinical Trials of Routine vs Restrictive Episiotomy Use

Study Group
No./Total Timing of Outcome I ]
Source Participants Assessment Assessment Group Routine Restrictive
Sleep et al,’® 1984 885/1000 Pain severity in prior 24 h, % 10d Mild 14.6 141
Moderate 7.8 7.5
Severe 0.2 0.9
House et al,'® 1986 165/165 Pain severity using VAS (1-3, 3d Minimal 54.9 68.1
minimal; 4-6, moderate; Moderate 33.8 22.3
7-10, severe), % Severe 11.3 9.6
Klein et al,'® 1992 703/703 Mean perineal pain severity score 1d 1.56 1.50
using 6-point McGill Pain 2d 1.10 1.16
Scale* 10d 0.40 0.40
Argentine Episiotomy 2422/2606 Any perineal pain (not defined), % Discharge 42.5 30.7
Trial Collaborative
Group,? 1993
Dannecker et al,?? 2004 53/146 Mean (SD) maximum pain score 1-5d Bed rest 39 (28) 22 (21)
using 100-mm VAS scale Sitting 69 (23) 51 (25)
(0 ="not at all’; 100 = “very Walking 56 (24) 37 (24)
much”) Defecation 36 (30) 21 (21)

Abbreviation: VAS, visual analog scale.

*Mean perineal pain scores were calculated from stratified numbers in the original article and weighted by parity (primiparous = 359; multiparous = 344).

respectively. These differences were sta-
tistically significant and likely to be
clinically relevant. Differences in pain
by group were resolved by 6 weeks and
3 months.

The only trial using midline episi-
otomy found no difference in McGill
Pain Scale scores for perineal pain or
pain with urination on days 1, 2, and
10." The Argentine study®® did not ad-
equately define how they measured pain
and reported “pain on the day of dis-
charge.” The routine use group was de-
scribed as 42.5% with pain and the re-
strictive use group as 30.7% with pain.

The most recent study provided the
most nuanced approach to pain assess-
ment.” The investigators used a 100-mm
visual analog scale to assess pain with
4 activities. During bed rest, women in
the routine use group reported mean
scores of 39 mm (SD, 28 mm) com-
pared with 22 mm (SD, 21 mm) in the
restrictive use group; during sitting, 69
mm (SD, 23 mm) compared with 51 mm
(SD, 25 mm); during walking, 56 mm
(SD, 24 mm) vs 37 mm (SD, 24 mm);
and during defecation, 36 mm (SD, 30
mm) vs 21 mm (SD, 21 mm). Across all
activities the restrictive use group ex-
perienced less perineal pain (P=.005-
.048), with differences likely to be clini-
cally significant.

None of the 5 studies found pain to
be lessened by routine episiotomy. No

2144 JAMA, May 4, 2005—Vol 293, No. 17 (Reprinted)

summary measures were appropriate
given the variety of methods and tim-
ing of pain measurement.

Healing Outcomes. Two trials re-
ported physical examinations. The Ar-
gentine trial reported no differences in
hematoma prior to discharge and, at 7
days, infection, healing complica-
tions, or dehiscence. Only 44% of the
women were evaluated at 7 postpar-
tum days.” House and colleagues'® ex-
amined participants at 3 days and at 6
weeks. Risk of infection was assessed
for all participants on day 3. Poor
wound apposition and granulation tis-
sue, indicating secondary healing, were
assessed at the later visit, which in-
cluded 53% of participants. Each ad-
verse outcome was equivalent.

Other Outcomes. Two studies esti-
mated maternal blood loss. One found
no difference in change in maternal he-
moglobin.* The other found that esti-
mated blood loss (method not de-
fined) was 58 mL greater in the routine
use group, a statistically but not clini-
cally relevant difference.'®

Incision Type

Only 1 trial and no prospective co-
horts compared midline and mediolat-
eral episiotomy.? The trial allocated
women having a first birth to midline
episiotomy (“incisions divided 2 cm to
3 cm of the perineal tissue in the mid-

line”) or mediolateral incisions (“made
from the midline and carried to the right
of the anal sphincter for about 3 cm to
4 c¢m”).” This study received a poor
quality rating. We noted an inad-
equate randomization method, lack of
allocation concealment, and failure to
mask outcome assessors as potential
sources of bias.

More complications occurred in the
midline group (P<.001). Twenty-
four percent of the midline group had
an extension of the episiotomy into or
through the sphincter compared with
9% of the mediolateral group. The mid-
line group had less bruising of the peri-
neum (P<<.001). The investigators did
not find differences in pain. Of partici-
pants, 76% attended 3-month follow-
up. Women in the midline group be-
gan sexual intercourse earlier (P<<.01)
and had a better cosmetic appearance
of the scar (P<<.02) than the mediolat-
eral group. No differences in pain or sat-
isfaction from sexual intercourse were
identified.

Urinary Incontinence,
Fecal Incontinence,
and Pelvic Floor Defects

Sixteen publications prospectively col-
lected data about continence or pelvic
floor muscle function (TABLE 3). These
publications include 4 reports from 2
trials of restrictive vs routine episi-

©2005 American Medical Association. All rights reserved.



Otomy16,19,24,25

spective cohorts.

Neither trial found meaningful dif-
ferences in measures of urinary incon-
tinence, including perineometry, and
self-report of involuntary loss of urine,
use of a pad, and loss of urine with
coughing, sneezing, and laughing at
3 months'®!" or 3 years.”* Among pro-

and 12 additional pro-

26-37

spective studies, Sartore and col-
leagues® conducted the most global as-
sessment of continence and pelvic floor
function. At 3 months, women who had
episiotomy had reduced pelvic floor
muscle strength as assessed by perine-
ometry compared with women with
spontaneous tears. The clinical signifi-
cance of this finding is unclear be-

OUTCOMES OF ROUTINE EPISIOTOMY

cause all self-reported symptoms of uri-
nary and anal incontinence and degree
of prolapse on physical examination
were equivalent.

In addition to trials, 6 studies (5
study populations) evaluated self-
reports of urinary continence.?*-2%-323
Episiotomy and spontaneous-tear
groups had the same frequency of in-

- __________________________________________________________________________________________]
Table 3. Urinary and Rectal Continence Outcomes*

No./Total Timing of
Source Participants Assessment  Self-reported Symptoms Outcome Group Study Group
Urinary Incontinence: Clinical Trials of Routine vs Restrictive Episiotomy Use
Routine Restrictive
Sleep et al,’® 1984  895/1000 3 mo Involuntary loss of urine, % 19.0 18.9
Routine, n = 457 -
Restrictive, n = 438 Pad use for loss of urine, % 5.9 5.9
Sleep and Grant,®*  643/1000 3y Involuntary loss of urine, % Less than once per wk 24.6 22.3
1987 Routine, n = 333 By : ,
Restrictive, n = 310 1-2 times in prior wk 10.5 11.9
=3 times in prior wk 2.1 1.9
Pad use, % Sometimes 7.2 8.4
Daily 1.2 1.6
Klein et al,’ 1992 674/703 3 mo Involuntary loss of urine, % Primiparous 14.5 211
Routine, n = 337 -
Restrictive, n = 337 Multiparous 21.5 12.9
Urinary Incontinence: Prospective Cohorts Comparing Women With vs Without Episiotomyt
No
Episiotomy Episiotomy#
Rockner,?® 1990 182/205 4y Involuntary loss of urine, % Occasionally 26.4 28.6
Episiotomy, n = 140
No episiotomy, n = 42 Onge per wk 71 2.4
2-3 times per wk 1.4 2.4
>3 times per wk 0.7 2.4
Karacam and 100/100 3 mo Stress incontinence (not 24.0 30.0
Eroglu,?” 2003 Episiotomy, n = 50 defined), %
No episiotomy, n = 50
Eason et al,2 2004  835/949 3 mo Involuntary loss of urine, % Any 29.1 35.0
Episiotomy, n = 223
No episiotomy, n = 612
Sartore et al,>° 2004 519/519 3 mo Stress incontinence (not 13.0 12.1
Episiotomy, n = 254 defined), %
No episiotomy, n = 265
Rectal Incontinence: Prospective Cohorts Comparing Women With vs Without Episiotomyt
No
Episiotomy Episiotomy
Eason et al,®' 2002  834/1198 3 mo Involuntary loss of stool Stool 5.4 2.5
Episiotomy, n = 223 or flatus, %
No episiotomy, n = 611 Flatus 29.1 24.4
Sartore et al,*® 2004 519/519 3 mo Anal incontinence (not 2.8 1.9
Episiotomy, n = 254 defined), %
No episiotomy, n = 265
Intact ST
MacArthur et al,®° 879/906 10 mo Loss of bowel control, soiling  Primiparous 4.6 5.2 5.1
1997 Episiotomy, n = 188 or staining, % -
No episiotomy, Multiparous 8.8 2.9 2.7
intact, n = 391;
ST, n =300

Abbreviation: ST, spontaneous tear.

*Data exclude intermediate measures such as perineometry and physical examination of rectal sphincter disruption and prolapse.
tTwo publications for urinary incontinence®'*? and 1 publication for rectal incontinence® did not provide data by study group.

FOnly those with spontaneous tears in comparison group.

©2005 American Medical Association. All rights reserved.
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continence symptoms (RR for trials,
1.02; 95% CI, 0.83-1.26; RR for co-
horts, 0.88;95% Cl, 0.72-1.07).10:1927-2
No evidence supports episiotomy to
prevent pelvic floor damage. Four co-
hort studies asked women about rec-
tal incontinence, including 1 that also
conducted physical examinations.*!3*
None found episiotomy to be statisti-

cally associated with reduced risk of in-
continence of stool or flatus. Indeed, in
aggregate the 2 studies with compa-
rable measures suggest an almost 2-fold
increase in risk (RR, 1.91; 95% CI,
1.03-3.56).%%3!

Five studies included physiologic
measures of pelvic floor muscle func-
tion. None found an advantage for epi-

siotomy?**>~7 and 1 identified a de-
crease in muscle strength.” These
muscle function measures concur with
self-report and clinical examination
findings of other studies. Episiotomy
confers no benefits with respect to pre-
serving continence or pelvic floor
muscle function within months or years
of birth. Longer-term data are absent.

Table 4. Sexual Function Outcomes

No. of Participants Timing of Outcome
Source at Follow-Up Assessment Self-reported Symptoms Group Study Group
Clinical Trials of Routine vs Restrictive Episiotomy Use
Routine Restrictive
Sleep et al,'® 1984 895/1000 3 mo Resumption of intercourse, % 89.9 90.0
Routine, n = 457 [N 9
Restrictive, n = 438 Current pain with intercourse, % 18.0 21.8
Pain with intercourse in prior 51.1 52.0
3 mo, %
Sleep and Grant,>* 1987  674/1000 3y Any painful intercourse since 16 13
Routine, n = 329 birth, %
Restrictive, n = 345
Klein et al,’® 1992 612/703 3 mo Time to resumption Primiparous 5.8 (2.1) 5.9 (2.5)
Routine, n = 303 of intercourse, -
Restrictive, n = 309* mean (SD), wk Multiparous 5.8(2.6) 5.4 (2.3)
Pain at first postpartum Primiparous 2.2(1.3 2.2(1.3
intercourse (6-point McGill -
Pain Scale), mean (SD) Multiparous 1.3(1.1) 1.2(1.0)
Sexual satisfaction scale Primiparous 3.1(0.7) 3.0(0.8)
(items not provided), .
mean (SD) Multiparous 3.3(0.7) 3.3(0.6)
Prospective Cohorts Comparing Women With vs Without Episiotomyt
No
Episiotomy Episiotomyt
Rockner et al,®® 1988 20()/205 3 mo Resumption of intercourse, % 92.2 92.0
Episiotomy, n = 154 Current pain with intercourse, % 20.1 19.6
No Episiotomy, n = 46
Any painful intercourse since 44.2 43.5
birth, %
Karacam and 96/100 3 mo Any pain with intercourse 64.6 54.2
Eroglu,?” 2003 Episiotomy, n = 48 (not defined), %
No episiotomy, n = 48
Sartore et al,?® 2004 519/519 3 mo Current pain with intercourse, % 7.9 3.4
Episiotomy, n = 48
No episiotomy, n = 265
ST Intact
Larsson et al,*® 1991 1037/1889 2-3mo Pain with intercourse 16.1 11.0
Episiotomy, n = 410 (not defined), %
No Episiotomy,
ST, n =627;
intact, n = 852
Klein et al,?® 1994 607/697 3 mo Resumption of intercourse 61.7 62.5 76.6
Episiotom.y,. n =300 by 6 wk, %
No Episiotomy, Pain at first postpartum Mild 227 273 376
ST, n = 200; intercourse, % , ‘
intact, n = 107§ 70 Discomforting 34.1 27.3 22.8
Distressing 28.8 24.6 6.9
Sexual satisfaction scale (items Not satisfied 16.7 15.8 5.0

not provided), %

Abbreviation: ST, spontaneous tear. Ellipses indicate data not reported.
*Information not available for all respondents: n = 301 to 303 for routine use group; n = 306 to 309 for restrictive use group.

1One publication did not provide data by study group.*®
FSpontaneous tear comparison group.

§Information not available for all respondents: n = 263 to 300 for episiotomy group; n = 183 to 200 for ST group; n = 100 to 107 for intact group.
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Episiotomy and Sexual Function
Nine studies (10 publications) prospec-
tively collected data about sexual func-
tion: 3 trials of restrictive vs routine use
of episiotomy,'*!*#* 1 trial of mediolat-
eral vs midline episiotomy,” and 5 pro-
spective cohorts.”*"#%3 One study de-
scribed by the authors as retrospective
included a time point at 6 months with
current rather than recalled data about
sexual function.*

Two trials of restrictive vs routine
episiotomy reported intention-to-
treat analyses of long-term sexual out-
comes (TABLE 4). In the first trial,'¢ 37%
of the restrictive use group and 27% of
the routine use group had resumed
sexual intercourse by 1 month after the
birth (P<.01). The proportions of
women with resumption of inter-
course by 3 months, dyspareunia at 3
months, or any dyspareunia within 3
months did not differ by group. By the
third year of follow-up, likelihood of
“ever suffering painful intercourse” re-
mained comparable.**

Klein and colleagues' reported that
women in the restrictive use group re-
sumed intercourse an average of 1 week
earlier than those in the routine use
group. All measures of sexual func-
tion were equivalent by 3 months. This
team conducted a separate analysis of
type of perineal trauma and sexual func-
tion using 3-month interviews. Women
with episiotomy had the slowest re-
turn to intercourse (P=.02). Pain with
first postpartum intercourse was also
most common and severe among
women with episiotomy (P<<.001).”

Prospective cohort studies did not find
differences in sexual function (Table 4).
Only 1 study identified differences in
dyspareunia at 3 months.?® However,
pooled estimates of prevalence at 3
months can be estimated from 2 co-
horts.*?® The summary estimate sug-
gests that women with episiotomy tend
to be more likely to report pain with in-
tercourse 3 months after delivery (RR,
1.53;95% CI, 0.93-2.51).% The 2 stud-
ies that assessed any dyspareunia dur-
ing the first 3 months after childbirth
also found no difference in probability
of having had painful intercourse.

©2005 American Medical Association. All rights reserved.

CONCLUSIONS

Our systematic review finds no ben-
efits from episiotomy. We identified fair
to good evidence suggesting that im-
mediate outcomes following routine use
of episiotomy are no better than those
of restrictive use. Indeed, routine use
is harmful to the degree that some pro-
portion of women who would have had
lesser injury instead had a surgical
incision.

Weak evidence from a single trial sug-
gests that harms of midline episiotomy
are greater than mediolateral episi-
otomy due to greater risk of rectal in-
jury. Multiple retrospective cohort stud-
ies also document higher sphincter
injury rates with midline episi-
otomy.**" Health care practitioners at-
tending births in the United States are
likely to have greater experience per-
forming midline than mediolateral epi-
siotomy. We caution against a shift to
an unfamiliar technique; suggesting
more restrictive use of episiotomy will
avert a larger number of all types of peri-
neal injuries than change in technique.

The overall level of evidence on long-
term sequelae—specifically, fecal and
urinary incontinence, pelvic floor func-
tion, and future sexual function—is fair
to poor. With regard to incontinence,
the research is consistent in demon-
strating lack of benefit in a compar-
atively early time frame. For women in
later adult life, when morbidity is most
likely to occur as severe and persis-
tent incontinence or pelvic organ pro-
lapse, the expected results of routine
episiotomy are unknown. No evi-
dence suggests that sexual function is
improved by episiotomy; those who
have episiotomy may be more likely to
have pain with intercourse in the
months after pregnancy and are slower
to resume having intercourse.

While trials with strong definitions re-
stricting use to fetal indications have
achieved use as low as 8% to 10% (along
with high proportions of births with an
intact perineum),'*' in contemporary
practice episiotomy use remains more
than 3-fold higher. In the absence of ben-
efitand with a potential for harm, a pro-
cedure should be abandoned. The ma-

OUTCOMES OF ROUTINE EPISIOTOMY

jority of the data we have reviewed have
been available for decades and thought-
fully reviewed by others. As in many dis-
cretionary procedures, practice pat-
terns have been slow to change.
However, in this instance, clinicians have
been the primary agents to exercise
choice to conduct or not conduct an epi-
siotomy, rather than patients.

The time has come to take on the
professional responsibility of setting and
achieving goals for reducing episi-
otomy use. Much as surgical special-
ists have reduced use of procedures like
knee surgery for arthritis and tonsil-
lectomy in children, clinicians must at-
tend to aligning research evidence and
episiotomy use. Rates of episiotomy of
less than 15% of spontaneous vaginal
births should be immediately within
reach. Clinicians need to work within
hospitals, practices, and birthing cen-
ters to better track the prevalence of cir-
cumstances that likely warrant use, such
as fetal distress, to refine target rates that
fit the characteristics and labor expe-
riences of the populations. In doing so,
clinicians must acknowledge that little,
if any, evidence is available to define in-
dications for use; however, it is clear
that maternal benefit is not an indica-
tion. Investigators need to study bar-
riers to decreased use, including the in-
fluence of case-mix on use, and to
investigate approaches to promoting
change in clinician behavior. As episi-
otomy is used less, opportunities will
be gained to better study other tech-
niques intended to prevent or reduce
perineal injury. The goals for quality of
care must remain focused on both op-
timizing safety for the infant and mini-
mizing harm to the mother. Given that
focus, clinicians have the opportunity
to forestall approximately 1 million epi-
siotomies each year that are not im-
proving outcomes for mothers.
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